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Introduction to the portfolio
This portfolio contains a collection of work undertaken during the 
Decorate of Psychology (PsychD Clinical Psychology) training 
course. This volume comprises of three dossiers: Academic, Clinical 
and Research. The work presented here reflects the range of client 
groups, presenting problems and psychological approaches covered 
during the course. Within each of the dossiers the work presented 
illustrates academic progress and development of clinical and 
research skills over the duration of the course. Please note that to 
ensure anonymity and confidentiality all identifying information has 
been changed or removed.
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Introduction
My initial thoughts on this question were to follow my 'gut instinct’, 
which was to say ‘No, I should not be worried’, but why do I think 
this? Within the essay I hope to explore where my beliefs stem from 
that mean I feel I should not be worried. My lack of concern that my 
GP has a diagnosis of ‘borderline personality disorder’ (‘BPD’)^  may 
not be held by others and I will take the opportunity to fully explore 
why this might be the case. In engaging in this process, it is possible 
that my beliefs may change.
I will state what drew me to this topic and explore the assumptions 
the question raised for me, i.e. about BPD’ and about the role and 
identity of the GP. I will offer a ‘definition’ of what is meant by ‘BPD’.
I will explore, challenge and deconstruct my assumptions, whilst 
thinking about how other people may consider the question and how 
their assumptions may differ from mine. I will focus on the concepts 
within the question, namely, borderline personality disorder, the role 
of a GP and then consider how an individual who has difficulties 
associated with the term BDP’ may meet the challenges of this role.
I will draw together the main threads of my discussion and consider 
its limitations before offering conclusions and closing reflections.
My interpretation of the question
The question invites a reflective stance and I will write in the first 
person to facilitate this. I was drawn to this essay as I feel that it 
encourages the author to explore their beliefs about a controversial
’ Within this essay BPD will be place within “ to indicate the term borderline 
personality disorder and the author’s perception of the term as not being a 
concrete or without problems.
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topic: people in positions of responsibility that have been diagnosed 
with a mental health difficulty. I chose to answer this question as I 
believe in equality and feel quite strongly that having a mental health 
difficulty should not preclude a person from being able to achieve 
and maintain a professional position. I wanted to explore my beliefs 
in the context of mental health and competency at work, to query 
some of my assumptions on this topic, and to consider whether an 
individual’s mental state could relate to their ability to undertake a 
professional position or is in some way mutually exclusive. In doing 
so, I hope to gain insight and understanding of this topic and think of 
the ethical issues that may be raised by having a professional care 
giver who, at times, may find this role difficult due to their own needs.
Borderline Personality Disorder
‘BPD’ was initially formalised in the 1980s (APA, 1980; cited in Allen,
2004). Currently, within mental health services in the United 
Kingdom two differing categorisation systems are used for the 
diagnosis of ‘BPD’, namely; ‘The ICD-10 Classification and 
Behavioural; Disorder: Clinicai descriptions and diagnostic
guidelines’ (WHO, 1993) and ‘The Diagnostic and Statistical Manual 
of Mental Disorders’, fourth edition, text revised’ (APA, 2000). The 
ICD-10 offers a broad classification for diseases, while the DSM-IV- 
TR is specifically for ‘mental disorders’.
‘BPD’ is found within the personality disorder sections of the 
classification systems. The terminology differs between the systems: 
the ICD-10 uses ‘Emotionally unstable personality disorder: 
Borderline type’, whilst the DSM-IV-TR uses ‘Borderline Personality 
Disorder’ [capitalisations as in original text].
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The ICD-10 describes emotionally unstable personality disorder, sub 
category, F60.31 borderline type (including borderline personality 
(disorder)) as:
“Several of the characteristics of emotional instability are 
present; in addition, the patient’s own self image, aims, 
and internal preferences (including sexual) are often 
unclear or disturbed. There are unusually chronic feelings 
of emptiness. A liability to become involved in intense and 
unstable relationships may cause repeated emotional 
crises and may be associated with excessive efforts to 
avoid abandonment and a series of suicidal threats or acts 
of self-harm (although these may occur without obvious 
précipitants)" (WHO, 1993, p. 205).
Whilst the DSM-IV-TR describes, 301.83 Borderline Personality 
Disorder as:
"... a pervasive pattern of instability in interpersonal 
relationships, self-image, and affects, and marked 
impulsivity that begins by early adulthood and is present in 
a variety of contexts” (APA, 2000, p. 706).
Additionally, the DSM-IV-TR sets out nine diagnostic criteria for 
borderline personality disorder of which five or more must be 
present.
The two classification systems appear to indicate that the GP could 
experience long lasting difficulties that may present in differing ways.
My assumptions
On reflection, my initial reaction to the question appears to be based 
upon assumptions that I hold, namely:
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1. Having a diagnosis associated with mental health difficulties 
does not mean you are unable to maintain a professional 
position.
2. The GP in this case is an individual who has successfully 
passed through training to become a GP, maintains a job and 
continues to be able to manage their difficulties to a degree 
that means that they are able to perform their duties.
3. I believe that the medical profession and the NHS have sound 
professional standards to ensure the competency of their 
employees.
When considering my third assumption it was hard to find information 
on the regulation of GPs even from their governing body (British 
Medical Association) or Department of Health. The Health and 
Social Care Act (Office and Public Sector Information, 2001) 
introduced new measures to improve the regulation of GPs. 
However, to explore this seems beyond the scope of the present 
discussion. I will, therefore, have to hope that my third assumption 
about GPs being effectively supported and regulated to ensure that 
they maintain professional practice is true.
Other assumptions raised by the question concern the gender, 
ethnicity or class of the GP. I have always been on the list of a white 
male GP and could assume that the GP is a white male. On 
exploration of the data on numbers of male and female GP it appears 
that the numbers are now almost equal as female staff now make up 
42% of the workforce (The Information Centre, 2008). However, the 
diagnosis of ‘BPD’ is predominantly given to women: around 75% of 
those diagnosed are female (APA, 2000).
When comparing the prevalence rates between different ethnic 
groups there is currently a low diagnostic prevalence of BPD in Asian
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culture (Lee, 2008), and when comparing the numbers of black 
versus white people given a diagnosis of BPD it is relatively 
infrequently (NIMH(E), 2003). There are many reasons why the 
prevalence rates seen within cultures differ, such as, cross cultural 
explanations of personality can mean that there are different 
understandings of what personality actually is (Burr, 2003). Given 
these clear difficulties the ICD-10 suggests developing specific sets 
of criteria with regard to social rules, norms and obligations’ for 
different when considering diagnosis (WHO, 1993).
Epidemiological research has shown that there is greater prevalence 
of individuals given a diagnosis of a major mental health disorder in 
the lower socioeconomic classes (Dohrenwend & Dohrenwend, 
1969; cited in Paris, 1996).
Given information regarding gender, ethnicity and class it is likely that 
the hypothetical GP would be a white western female from a lower 
social economic class. For the purpose of this essay I will, therefore, 
assume this is the case.
The proposed question does not elaborate on how I came to know 
about my GP having a diagnosis of BPD’ or provide any details 
about the GP. For ease of the discussion I will presuppose that the 
GP’s diagnosis is common knowledge. Although this potentially 
raises issues of ethics and confidentially, to explore on these would 
distract away from the more pertinent issues regarding the discourse 
about the role of diagnosis on which I focus.
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Why might others not share my assumptions?
In deconstructing my own assumptions, it is important to think about 
why other people would not share them. That is, what beliefs might 
cause them concern about their GP having a diagnosis of ‘BPD’?
Public attitudes about mental health appear not to vary greatly over 
time (Prior, 2008). Research has shown negative public attitudes 
towards individuals with a history of mental illness being able to 
maintain positions of public office, with around 20% of people 
believing that they should be excluded from taking office, and 
around 10% of respondents stating that they would not want to live 
next door to someone who has been mentally ill (Prior, 2008). 
However, this research did not explore people’s reasons for their 
attitudes, making it difficult to establish their underlying beliefs.
‘BPD’ has often been viewed in a negative light by mental health 
practitioners and the public (Aviram et al., 2006). The stigma 
attached to ‘BPD’ by the general public will have been influenced by 
the media, which depicts individuals with the diagnosis as causing 
harm to themselves. With articles headed, “The short and desperate 
life of Petra, the girl nobody helped: Petra Blanksby killed herself 
aged 19 after she was jailed for arson - she had tried to burn herself
following years of abuse ’’ (The Observer, Sunday 3 February
2008). The perception may be that individuals that have been given 
the BPD diagnosis are unstable, self-harming, a burden to services 
and the public, and demanding. Additionally, given the complexity of 
the construct of personality disorders, and also for ‘BPD’, it may be 
hard for the lay person to differentiate between the differing 
disorders/diagnosis and they may confuse the different diagnoses. 
Given the current climate in which the dangerous and severe 
personality disorder (DSPD) is a popular media topic, in line with the
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opening of the three specialist units it is possible the lay person may 
consider every individual with a personality disorder to be 
‘dangerous’.
Research has shown that when vignettes about an individual having 
a personality disorder are presented to clinicians they form 
judgmental, rejecting and pejorative attitudes (Aviram et al., 2006). 
The clinicians were more likely to describe these patients as ‘difficult 
to manage’, ‘manipulative’, ‘unlikely to arouse sympathy’, ‘annoying’, 
and ‘not deserving of [mental health service] resources’ (Lewis & 
Appleby, 1988; cited in Aviram etal., 2006). A compounding factor is 
that until recently personality disorders were seen as untreatable. 
This was a widely held belief and, as such, this area within mental 
health was isolated and frequently neglected (NIMH(E), 2003).
‘BPD’ has been perceived as a ‘chronic psychiatric disorder’ (Paris,
2005). The term borderline’ has become used within mental health 
setting in a pejorative way that may reflect clinicians attitudes about 
clients with this label. Clinicians have tended to use terms 
specifically regarding BPD’, such as, ‘attention seeking’, ‘difficult’, 
treatment resistant’, and ‘manipulative’ (Shedler & Westen, 2004; 
cited in Aviram et al., 2006). Individuals labeled with BPD’ can often 
leave the professionals who are trying to provide them care feeling 
inadequate, incompetent and helpless (Cleary, 2002). Staff working 
with this client group often experience feelings engendered by 
working with individuals who have difficulties associated with the 
diagnosis of BPD’ as intolerable. Research has shown that staff can 
find the clients themselves difficult to treat (Cleary, 2002).
Based upon the stigma attached to BPD’, outlined above, it is 
rational to assume people would question the competence of 
somebody with BPD’ to practice as a GP. I am recovery-oriented.
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believe that people who experience emotional distress can have 
successful careers, be competent professionals and meaningfully 
contribute to society. However, individuals that have been given the 
diagnosis of ‘BPD’ who I have worked with to date have not provided 
me with much clinical evidence supporting my beliefs. I worked within 
a service where the women were starting their recovery journey and 
were not sustaining high profile/high status jobs. There are some 
examples of psychologists who have experienced psychosis (e.g. 
Rufus May and Rachel Perkins). However, I am not aware of 
individuals in professional positions with a diagnosis of ‘BPD’ that 
have let it be publically known. When considering why this might be 
the case it is worth thinking about the difference in the stigma 
attached to the diagnosis. The stigma that has been attached to the 
label of ‘BPD’ means that individuals who get this label must almost 
fight/recover from the impact of the term as well as the difficulties that 
led to the diagnosis. In fact the stigma is seen by some as the 
harder part to overcome: ‘The stigma and discrimination that is 
experienced in conjunction with mental illness is identified by some 
service users to be more challenging and difficult to recover from, 
than the illness itself (Deegan, 1997; Read 1996; cited in Warren, 
2003). Other people may not necessarily look for examples of 
people with mental health difficulties being in professional positions 
because of a firm belief that having mental health difficulties prevents 
successful employment.
My clinical experience of ‘BPD’ has come from working in a Women’s 
Mental Health Service (called the Women’s Service (WS)^). The 
client group was women with complex mental health needs, with a 
large proportion having been given ‘BPD’ as their major diagnosis.
 ^ The Women’s Service was a small dedicated service and I have chosen to not 
provide detail that would lead identification of the service or the women.
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The service philosophy was based on a recovery approach, positive 
engagement, understanding people’s responses to trauma, positive 
risk-taking, with relational security underpinning these key principles. 
Working within this service may well mean that I will have a very 
different and positive perspective towards women who have been 
given the diagnosis of ‘BPD’. This is because my understanding of 
their difficulties is based upon an understanding about how people 
respond to trauma.
My clinical experience of individuals with a diagnosis of BPD’ whom 
appear to be recovering has provided me with a positive outlook for 
individuals who have been given this diagnosis. For example, one 
woman’s recovery meant that she was able to become very involved 
in the service user movement by being a representative for service 
users in her area. Another woman with whom I worked more closely 
had in the past been a significant self-harmer. When I met her, she 
was no longer self-harming and was about to move out to 
independent living. Her presentation had changed in some crucial 
ways, reduced self-harm and hospitalisations, but in terms of her 
close interpersonal relationships she continued to struggle to 
maintain stability. The women's progress was significant and 
enabled me to hold hope for those that I worked with then, and in the 
future. I have demonstrated some clinical and professional evidence 
that people with mental health difficulties can progress on their own 
recovery journey. Although there are few known examples of this in 
relation to BPD’, there is no reason to assume it is not possible.
In 2003 the government attempted to challenge the stigmatising 
belief of untreatability by setting out guidance for the development of 
services for individuals who have been given a diagnosis of 
personality disorder (NIMH(E), 2003).
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How likely is it that a GP would have a diagnosis of BPD and 
that the patients would know?
Mental health difficulties are very common, with one in four people 
experiencing mental health problems at some time during their life 
(Cromby et al., 2007). There is evidence to suggest that the 
prevalence rate of mental illness is higher in doctors (Ghodse, 2000; 
cited in DoH, 2008). The dilemma proposed does not seem too 
improbable given the statistics. However, the likelihood of patients 
actually finding out about the doctors’ diagnosis seems harder to 
believe. In reality the stigma associated with mental health 
difficulties in general and specifically with ‘BPD’ would mean, from 
my perspective, that it would be highly unlikely that a GP would feel 
comfortable enough to allow their patients to know about the 
difficulties that they are facing. Research has found this to be the 
case, doctors have been found to conceal problems and do not seek 
formal consultations, using colleagues for informal advice instead 
(Baldwin et al., 1997; cited in DoH, 2008). Interestingly this appears 
to reflect a concern about confidentiality; doctors do not trust the 
system to keep their medical information safe (Silvester et al., 1994; 
cited in DoH, 2008).
In terms of the probability that an individual who has a mental health 
diagnosis could be employed as a doctor there is clear law about 
this, the Disability Discrimination Act (DDA) of 1995 made it unlawful 
for employers to discriminate against people who have a mental 
impairment (NHS Employers, 2008). The stance that the NHS has 
taken is that the selection of an individual for a position should be 
based on the best person for the job. The NHS has taken a positive 
stance on the employment of individuals with mental health 
difficulties:
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With the largest workforce in Europe, and a high report 
incidence of mental health problems in the general 
population, it is essential the NHS takes a roles in 
ensuring that people are not discriminated against or 
excluded from the workforce unnecessarily.
The NHS should take a lead, not only in caring for its 
present and future employees, but also in valuing diversity 
and in promoting good practice in the employment of 
people who have experiences or are experiencing mental 
health problems. (NHS Employers, 2008, p. 12)
Given the positive stance of the NHS and the law, assuming that 
these are taken on board in practice it is possible for an individual 
who has been given any mental health diagnosis to be employed as 
aGP.
Critique of the diagnostic criteria/'BPD'
The origins of the two classification systems are within the field of 
psychiatry, and based on committees predominantly made up of 
white western men with medical backgrounds. This results in a 
medical model describing how people respond to distress. Having a 
medical model suggests there is a pathological basis to mental 
health difficulties. However, there is no convincing evidence that 
individuals with a mental health diagnosis have a distinct underlying 
pathological profile (Moncieff, 2007). Nature and nurture are so 
intertwined it leaves me wondering if such a profile exists. I believe 
there may be some evidence of genetics markers that may 
predispose an individual to having mental health difficulties but this 
will be influenced by environmental and protective factors that impact 
on an individual’s mental health. My understanding is there is no
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evidence of direct causal pathways for mental health difficulties with 
a biological basis.
When thinking about the classification systems a fundamental 
question is why are there two? This question appears almost more 
important than the differences, if any, between the two, because 
having two accounts of what constitutes ‘BPD’ undermines the 
assumption that it is a valid entity/construct.
Within the DSM-IV-TR (APA, 2000) there are nine diagnostic criteria 
for BPD, of which only five need to be present to meet the diagnosis 
threshold, making 151 differing combinations of criteria that can 
result in a BPD diagnosis being given (Skodol et al., 2002), with as 
many differing presentations. So our GP could potentially have any 
of the 151 presentations. Furthermore, Bateman and Fonagy (2006) 
cited a personal correspondence from Karterud suggesting that there 
are, in fact, 256 possible combinations, which again would result in a 
matching number of presentations. Furthermore, two individuals who 
receive the diagnosis of ‘BPD’ may well only share only one of the 
nine criteria, which would seem to suggest that they could have very 
different experience and presentation of ‘BPD’. Given the variety of 
diagnostic attributes how does the label of ‘BPD’ actually help us to 
make sense of what an individual is experiencing, their difficulties 
and their competencies. The varying number of possible 
combination and matching presentations really do not help us to think 
about how the diagnosis could impact on her ability to undertake a 
role such as a GP. On examining the DSM-IV-TR diagnostic criteria 
we could propose the question: With so many varying presentations 
of what is meant to be one diagnostic category, it is a valid 
construct?
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Adding to the validity debate is the level of co-occurrence with other 
personality disorders and with Axis I conditions (APA, 2000; Becker 
et al., 2000; cited in Bradley et al., 2007). The level of co-morbidity 
that is commonly seen with ‘BPD’ together with other Axis I and II 
difficulties also appears to suggest that the construct is not one 
discrete entity.
Essentially the term ‘borderline’ has meant an individual’s experience 
of disturbance is identified as an abstract clinical construct. As such, 
it can be interpreted in a variety of ways by different clinicians and it 
can be inferred from a variety behaviours (Bradley etal., 2007).
What does this mean for our GP who has been given this diagnosis, 
what does she actually have? I am left feeling that this term, when 
used in the medical model sense, allows us to have a common 
language, but this common language can be confusing. When you 
deconstruct the term it does not appear to give real insight into the 
individual’s difficulties or experience of them. When looking at the 
two classification systems there are some similarities or core themes 
across both. These themes are that the difficulties are enduring, of 
long duration, involve instability in relationships, can include 
impulsivity and are stable over time (WHO, 1993; APA, 2000). 
However, this does not provide a clear picture of what she might 
actually have. I feel that I am not be able to answer the question of 
‘What does my GP actually have?’ as, without knowing what criteria 
she meets, and how she presents, it seems impossible to have an 
understanding of what the label means for her, for her patients or 
those that work with her.
Women who have been given a diagnosis of ‘BPD’ have often 
experienced trauma (DoH, 2003). Kreisman et al. (1989, p.9) 
described it thus, ‘The family background of a borderline is often
17
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marked by alcoholism, depression, and emotional disturbances. A 
borderline childhood is often a desolate battlefield, scarred with the 
debris of indifferent, rejecting, or absent parents, emotional 
deprivation, and chronic abuse.’ Furthermore, it has been argued 
that ‘BPD’ is applied to individuals who have experienced childhood 
sexual abuse and that it pathologises survivors who are often women 
(Shaw & Proctor, 2005). When considering the idea that the ‘BPD’ 
diagnosis pathologises women I am curious as to whether this is 
helpful, as it does not appear to acknowledge past experiences 
rather it classifies difficulties in terms of negative symptomology.
The notion of constructing an individual’s situation as trauma-based 
is more likely to elicit from the clinician feelings of warmth and 
empathy, along with a greater willingness to identify with the client 
and believe in her ability to change (Brown, 1994; cited in Becker, 
2000). It is also possible that this may produce more empathie 
responses from the general public. However, feminist writers have 
argued that the complex PTSD^ construct actually further 
médicalisés women’s difficulties and replicates the existing ‘caste’ 
system of diagnosis and treatment (Becker, 2000).
I, therefore, believe that there is an argument to not rely on the 
diagnostic criteria alone but to consider peoples’ individual 
stories/narratives, which will provide the predisposing factors, 
protective factors and maintaining factors. Using these factors 
clinicians can then gain an understanding of the presenting 
difficulties and then tailor treatment to meet the needs of the 
individual, each psychological model offers a process of formulation 
(see Johnstone & Dallos (Eds) (2006) for a full exploration of 
formulation). Through this process of formulation the clinician can
 ^Post-Traumatic Stress Disorder
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Identify what the difficulties linked to/associated with a diagnosis of 
BPD actually mean for an individual. Consequently, the process of 
formulation offers links between mental health/ emotional difficulties 
and life history /context.
What does the label ‘BPD’ mean for our GP?
When formulating about our GP it is likely that she will have 
experienced some form of trauma in her life (predisposing factors), 
hypothetically she could well have had protective factors, such as 
family, friends and potentially her career may have offered some 
stability. This latter point has been suggested particularly in relation 
to certain professional positions: The work world can provide 
sanctuary from the anarchic setting of social relationships.
 borderlines frequently function best in highly structured work
environments helping professions -  medicine, nursing, clergy,
counselling  borderlines provide the care for others that they
yearn for in their own lives' (Kreisman et al., 1989, p. 12). In the WS 
I saw how formulation can be used to meet the needs of women with 
a ‘BPD’ diagnosis.
It also seems worth considering when the GP was diagnosed, as 
differing onset points are may mean different difficulties. Recovering 
from mental health difficulties has been described as a journey, with 
change at its heart that appreciates what is as is not within 
individual’s power to change (Kreisman etal., 1989). The process of 
recovery has been described by Young and Ensing (1999; cited in 
Warren 2003) as having three phases. The first phase is called 
‘Overcoming Stuckness’, during which the individual goes through a 
process of first acknowledging and then accepting their 
illness/diagnosis, developing the desire and motivation to change, 
and establishing a source of hope and inspiration. The next phase 
involves establishing self-empowerment, learning and self-redefining
19
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and a return to basic functioning. The final phase is associated with 
an improvement in quality of life, through the striving for an overall 
sense of well-being and striving to reach new potentials of higher 
functioning. Our GP could potentially be within the final stage of 
recovery and have little or no difficulty with working. She may have 
been through treatment/therapy and learned to manage her 
difficulties through this process of recovery.
Conversely, it is also possible she could have received the diagnosis 
much more recently meaning that she could have been a respected 
clinician before personality issues became problematic. She could, 
in fact, be in the first stage of recovery and be struggling to accept 
the diagnosis/label she has been given. I am unsure if she is at this 
stage whether she would be able to maintain a high pressured 
position such as a GP.
The role of a GP
As a patient and psychologist I have seen the GP’s face-to-face role 
and the need for empathy and understanding within this role. Given 
that GPs see patients for all manner of complaints the interactions 
with patients will be hopefully tailored to suit each individual’s 
circumstances. For example, when you go to the GP about a cold 
you may not expect to have a long consultation that require the high 
levels of empathy you would hope for if discussing a more serious 
complaint. The role of a GP may, therefore, be considered to be that 
of a ‘signpost’ to more specialist services, which may be seen as 
quite a superficial ‘relationship’. An element of counselling possibly 
exists when the GP is faced with more complex cases. Although, 
within the modern NHS the emphasis for GPs appears to be fairly 
swift consultation (I believe GPs have an 8 minute slots per patient) 
which appears to place very little emphasis on the relational element 
for GPs role. This appears to be more pertinent for patients who
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have to see their GP more frequently for complex reasons. These 
patients may need to have a more in-depth relationship which may 
be key, given that one of the commonalties between the two 
classification systems is instability within relationships, it could be 
speculated that if the GP had this aspect of difficulties then it could 
be more problematic. It has been proposed that ‘BPD’ is a disorder 
of attachment, separation tolerance, and ability to understand other’s 
mental states (‘theory of mind’) (Fonagy, 1998; cited in Alwin, 2006). 
This could have some bearing on how our GP is able to manage 
working with patients who are experiencing mental health difficulties.
From my research, there is a part of the role that has managerial 
functions, suggesting that GPs are routinely expected to engage in 
management processes that will both impact upon, and in some 
cases impinge on, their professional role [seeing patients] (Frusher,
2006). From this I could believe that any difficulties the GP may 
have might be seen in their relationships with other staff rather than 
in their relatively brief encounters with patients.
Summary
Within this essay I have attempted to link my understanding of the 
impact having a diagnosis of ‘BPD’ has on an individual. I looked at 
the medical model and pathologising of women. Also I tried to 
explore how the diagnosis may or may not affect an individual’s 
competency to be a GP. The range of difficulties that may or may 
not be present means it is hard to truly see whether the diagnosis of 
‘BPD’ would affect a person functioning as a GP.
I have not fully explored the medical basis that some would propose 
is present for ‘BPD’. I feel that as the evidence appears to be 
inconclusive and we have limited knowledge about the GP that this 
debate would not have added to the discussion. Furthermore, by
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exploring my assumptions this may have limited my debate to my 
own perspective and may not have enabled me to fully explore other 
stances.
Reflections and Conclusions
I am left wondering why we still use these classification systems 
when they appear to be very problematic. Cromby et al. (2007, p. 
289) stated that ‘the standard defence is that, whilst problematic, 
diagnosis provides a useful ‘shorthand’ form of communicating 
important for multidisciplinary work’. However, to me this seems a 
woefully inadequate reason to maintain a system that appears to be 
so flawed. Is it being kept to maintain the status quo of psychiatrists? 
It would appear to be the case that thinking about the individual and 
what has happened to them and their response to it is a more useful 
way to understand and help people respond positively to distress. I 
believe that formulation can offer in part this process. I do not feel 
that the process of writing this essay has made me feel very different 
from the start although I have become more aware of other people’s 
perspective about individuals who have been given a mental health 
diagnosis. I am struck by how society maintains stigmatising labels 
and beliefs that alienate those who are given the label. I see my role 
as a trainee clinical psychologist who holds hope for those I work 
with is to ensure that these beliefs are challenged in a thoughtful and 
constructive way within the NHS.
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Introduction
I was drawn to this question because of my prior diverse clinical 
experience of the understanding and management of risk issues 
within a variety of settings. Undertaking this essay will hopefully 
enable a full exploration of this complex professional issue.
‘Risk"^ can be seen as a very emotive issue and is a necessary part 
of everyday decision making. When considering how to explore this 
issue for the purpose of writing this essay I was struck by the 
complexity of the concept of ‘risk’ that, at a superficial level, can be 
seen as only being concerned with causing harm or being harmed. 
When I thought about how ‘risk’ is being interpreted and then 
managed within clinical settings I realised that I have encountered a 
wide range of methodologies with differing epistemological stances 
on the concept and how to manage it. So, to explore this question, 
firstly I intend to take a look at the concept of risk -  in terms of 
definition and how the concept of risk covers a spectrum from 
dangerousness to positive risk taking. I will then explore how mental 
health services understand risk issues and manage them. Finally I 
will attempt to pull together my understanding of how clinical 
psychologists may be able to assist teams with the difficult issues 
that surround risk and the management of it.
The term ‘mental health services’ (MHS) covers a broad range of 
differing teams and settings, for the purpose of answering this essay 
I want to focus on adult services®. I hope to be able to draw explicitly 
from my experience of working in forensic services and from my first
Within this essay ‘risk’ will be place within “ to indicate the concept of ‘risk’ is 
complex and not without problems. The author hopes to address the problem of 
definition within the ‘What is ‘risk’?’ section of this essay. Risk issues will be used 
to indicate the broader meaning of the concept of ‘risk’.
® The author has chosen to focus on adult mental health services in part because 
this is where she has more experience and also to attempt to cover all MHS the 
author feels would be too complex.
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year placement within a Primary Care Mental Health Team 
(PCMHT).
What is ‘risk’? -  The complexity of definition
As outlined in the introduction, risk is a feature of everyday life 
(Chicken & Posner, 1998). We face ‘risk’ when getting out of our bed 
and putting on our socks: around 10,000 people per year in Briton 
are injured in incidents involving putting on socks and tights (The 
Guardian, 2001). When you then leave the house you face decisions 
about behaviours that involve ‘risk’ at every turn, from crossing the 
road, to lifting an item from a shelf, to driving your car. We make 
numerous decisions that involve understanding and managing risk. 
However, when we conceptualise what ‘risk’ is in terms of mental 
health there appears to be no clear definition (Chicken & Posner,
1998).
‘Risk’ is a concept that is shaped by many different societal factors 
and in real life, risk is not static entity, it is a concept that has 
changed over time (Lupton, 2004). Chicken and Posner (1998) 
stipulate that within the evaluation of risk there is no universally 
agreed set of rules applicable to evaluation of risk acceptability. 
Furthermore, that there is neither one definition of risk nor a set of 
definitions that have been agreed on. They conceptualised ‘risk’ 
evaluation as the chance that harm will occur i.e. ‘risk’ = hazard x 
exposure. Hazard is a situation or thing that can cause harm. 
Exposure encompasses the idea of likelihood and chance. ‘Risk’ 
occurs when both the hazard and exposure are present.
Gender issues may play a part when considering risk. Men are often 
perceived as more likely to harm others, whilst women are more 
likely to turn their anger in upon themselves (Motz, 2001; Kingdon, 
2007). Overall men have been shown to be greater risk takers than 
their female counterparts (Byrnes, et al., 1999). To deal in detail with
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gender issues would be beyond the scope of this current essay, but 
when MHS consider risk issues, an individual’s gender may well 
impact on the decision making process. When MHS are considering 
risk issues professionals should be able to demonstrate sensitivity 
and competence in relation to diversity in race, faith, age, gender, 
disability and sexual orientation (DoH, 2007).
The complexity of defining ‘risk’ and how this translates to MHS 
understanding and response to risk issues means that in differing 
situations the various factors are interpreted in inconsistent ways. 
However, when working with individuals it is necessary for risk issues 
to be understood and managed idiosyncratically which further adds 
to the complexity of interpreting risk issues and managing them in 
MHS.
‘Risk’ - The spectrum from dangerousness to positive risk- 
taking
‘Risk’ covers a wide spectrum, it encompasses concepts from 
‘dangerousness’ to positive risk-taking. ‘Risk’ as a concept has been 
seen to be closely linked to the concept of ‘dangerousness’. Prior to 
the late 1990’s and early 2000’s the conceptualisation of 
‘dangerousness’ within our society was framed by academics as 
needing to be explored particularly in light of the disproportionate 
harm and injury that is seen to be experienced by socially 
disadvantaged groups (Shah, 1978). This would include individuals 
experiencing mental distress who are often socially disadvantaged.
The discourse surrounding ‘risk’ has become more pertinent to the 
public since the 1990’s saw the closure of the old asylums. The 
media and public raised concerns, even alarm, about the presence of 
individuals with mental health difficulties being in the community 
(Langan & Lidlow, 2004). These external pressures have appeared 
to shape mental health responses to risk issues.
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In the early 2000’s this conceptualisation shifted due to, in part, a 
high profile case of violence perpetuated by an individual who 
experienced mental health difficulties. Laurence (2003) cites the 
case where Jonathan Zito was attacked and killed by Christopher 
Clunis, on 2"^ December 1992, as a pivotal case that saw the shift in 
focus from the care of those people being discharged from the old 
asylums to the protection of the public.
In 2007 a mother, Fiona Pilkington, (who had borderline learning 
difficulties) was reportedly driven to kill herself and her severely 
disabled daughter (The Guardian, 2009). She was reported to have 
been experiencing ‘distress and anxiety’ due to local youths 
terrorizing the family (The Guardian, 2009). This incident may serve 
to remind the public and policy makers that individuals with mental 
health difficulties and learning disabilities are vulnerable. This may 
help to redress the balance in the conceptualisation of ‘risk’ resulting 
in a more holistic approach to risk issues, assessment and 
management.
At the polar end of the ‘risk’ discourse from ‘dangerousness’ is 
positive risk-taking.
Positive risk-taking is the weighing up the potential 
benefits and harms of exercising one choice of action 
over another. This means identifying the potential risks 
involved, and developing plans and actions that reflect 
the positive potentials and stated priorities of the service 
user. It involves using available resources and support to 
achieve the desired outcomes, and to minimise the 
potential harmful outcomes. (Morgan, 2004, p. 18)
This approach to understanding and managing risk issues is 
relatively new. It can be seen as a constructive and creative
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approach to risk-taking that is encompassed within recovery 
orientated approaches (RCP/SCIE/CSIP, 2007).
As Lupton (1993) stipulated, the concept of ‘risk’ changes overtime. 
We have seen it transmogrify within contemporary society from the 
protection of the vulnerable (Shah, 1978) to discourses of danger 
(Douglas, 1992). During this time ‘risk’ has also become part of the 
main stream/popular discourse pertaining to numerous issues and is 
no longer exclusively the realm of experts (Lupton, 2004). The ‘risk’ 
discourse continues to evolve, so when MHS are considering risk 
issues, it is within the context of the shifts in society, rhetoric and the 
dominant discourse at the time. Given the complexity that surrounds 
the concept of risk how do MHS understand risk issues?
How do Mental Health Services understand risk issues?
MHS understanding and responses to risk issues can be 
conceptualised as occurring within layers, namely 
Government/Department of Health policies and procedures, best 
practice guidelines, also from the Department of Health, and the 
professionals on the ground who operationalise them. So when 
considering how MHS understand and mange risk issues it is useful 
to look at the roles of the different levels in the understanding of risk.
Government and Department of Health
“Risk-constructions are not only transformed in the milieu of 
discourses, but also in the context of social practices which give the 
opportunity to acquire experiences and to perform learning 
processes in order to optimize risk-constructions as regulative 
instruments’’ (Metzner-Szigeth, 2009, p. 156).
So when considering how MHS understand risk issues it is within the 
context of the risk discourses in wider society, it has been 
conceptualised as a construction within reality. Lupton (1993)
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asserted that risk carries a moral meaning and cannot be considered 
a neutral term, which adds to the drivers that shape MHS 
understanding of risk issues. The moral need to protect others has 
become a major driving force when considering risk issues over the 
last decade of mental health (Langan & Lindow, 2004). Underneath 
the discourse about protection has been another discourse of fear of 
harm from people who experience mental distress. This ‘fear’ has 
driven societies’, and therefore mental health services’, 
understanding of people with mental health difficulties (Laurence, 
2003).
‘Fear’ has lead to anxieties about risk issues and about accountability 
for incidents when they occur. The following statement seems to 
sum up the ‘fear factor’ within our society, media culture and political 
climate about people with mental health difficulties:
“Ten times as many people die at the hands of so-called 
‘normal’ people, most as a result of a domestic dispute, as 
are killed by people with mental problems. Drunkenness 
causes more violent deaths than mental illness -  yet we 
view drunkenness with amusement while we recoil from 
mental illness with fear. About ten times as many mentally 
ill people take their own lives as harm other -  but suicides 
do not make the news’’ (Laurence, 2003, p. 42).
Policies and procedures in operations
Mental Health Services understand/conceptualise risk issues within 
three rather narrow areas; harm to others, harm to self and harm 
from others (Langan & Lindow, 2004; Langan, 2008). The public 
concern about harm from individuals with mental health difficulties 
and dominant discourse of dangerousness mean that harm to others 
can be considered a driving force in professional understanding of 
risk issues.
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The politicisation of 'risk' can be seen to have resulted in an 
increased awareness of professional accountability and blame 
(Douglas, 1992). ‘Fear’ amongst professionals stems from 
consequence of risk events, which can include significant ones, such 
as liability and loss of confidence in institutions (Kasperson et al., 
1988). This might result in accountability for incidents becoming a 
driving feature for professionals and in turn MHS, becoming more 
risk averse. Also there might be concern about the possibility of 
assigning blame to the participants in the decision making process.
Unfortunately we appear to be following the USA as British culture is 
also becoming a ‘blame culture’, when an incident occurs there must 
always be someone to blame (Wetherell, unpublished; Lupton, 2004; 
Douglas, 1992; Laurence, 2003). The key principle underlying 
societal understandings of risk is that ‘...in all places at all times the 
universe is moralized and politicized...’ (Douglas, 1982; cited in 
Lupton, 2004). Politicisation and blame culture appear to go hand in 
hand. This can translate into MHS understanding of risk issues being 
one where professionals and institutions can be concerned with 
‘covering their backs’ rather than trying to think constructively and 
creatively about risk issues.
When considering the impact of the governmental understanding of 
risk issues on MHS there appear to be the drivers of fear, blame, 
accountability, litigation/liability - these all impact on how MHS 
understand risk issues. ‘Risk’ and dangerousness can be seen as 
political issues that need careful managing to avoid recriminations, 
meaning that services understanding of risk issues are 
precautionary.
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Contextual considerations within MHS
Harm from others can be seen to be a driving force within MHS, as 
people with mental health problems can be very vulnerable to 
neglect, bullying and violence from other members of the public. I am 
currently on my learning disabilities® placement and my experience 
has shown that risk of self-neglect and harm from others appear to 
be higher on the agenda than the harm to others, where the 
emphasis is on safeguarding vulnerable adults (DoH, 2009).
Within community teams the focus tends to be on maintaining an 
individual in their home and the risk issues that arise within this 
context. The community teams are at the centre of today’s mental 
health services (Linke et al., 2002). Within the current climate of 
understanding risk issues the emphasis is on good assessment and 
treatment plans to help allay fears and anxieties about risk. “The 
imperative that drives the service is risk avoidance and damage 
limitation ...” (Laurence, 2003).
Within secure forensic settings the individual is removed from the 
public from large periods of time (sometimes completely) but the 
features that shape the community teams’ understanding of risk 
issues are still pertinent. From my experience, when leave is granted 
or the individual is being reintegrated back into the community, the 
fear and blame elements all play their part in how plans are 
established and managed.
® As previously stated MHS covers a very broad range of services in some areas 
these include learning disability services (LDS) where as in others they have their 
own distinct service. For the purpose of this easy the author has chosen to include 
LDS within the umbrella term of MHS. The author also wants to acknowledge that 
individuals with learning disabilities often have a higher incident of experiencing 
distress due their difficulties, being a minority and their vulnerability.
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How do Mental Health Services respond to risk?
Mental Health Services (MHS) response to risk also occurs in layers, 
following policies, procedures, best practice guidance and the 
operational responses.
The Department of Health - policies/guidance
The governmental impact on MHS responses to risk issues is one 
driven by fear of blame, fear of the consequences of serious and 
untoward incidents, which means that policies on risk issues are 
cautious and risk averse. MHS respond to risk on the basis of 
protocols, processes and the principles for effective team work. All 
teams have protocols that form a practical response to risk issues, 
including an assessment process with management plans developed 
from this for each individual. Within MHS the current protocol 
stipulates that individuals are placed on the Care Programme 
Approach (CPA). “Risk assessment is an essential and on-going 
part of the CPA process. Care plans for severely mentally ill service 
users should include urgent follow-up within one week of hospital 
discharge. Care plans for all those requiring enhanced CPA should 
include a “what to do in a crisis” and a contingency plan” (DoH,
1999). Gray et a/. (2008) stipulated that “it is government policy that 
all mental health service users are assessed by specialist mental 
health services with regard to the potential risk of harm to others”. 
The focus can be seen to be on the harm to others.
Over time risk assessments have ranged from clinical judgement, 
based upon information from the client to more complex and in-depth 
structures and validated/tested risk assessments. The more generic 
assessment tools only have a part dedicated to multiple risks, such 
as Functional Analysis of Care Environments (FACE) or Care 
Program Approach (CPA) whilst the more in-depth risk of violence or 
sexual violence assessment tools, for example Stable 2000 and 
HCR-20 will focus on risk (Hanson & Harris, 2000; Webster, et al.,
41
Professional Issues Essay: How are issues of risk understood and responded to within mental health
services? What contribution can clinical psychologists make to a reconsideration of these ideas and
practices?
1997). There are also tools that have been designed to assess risk of 
suicide or self-harm, such as Applied Suicide Intervention Skills 
Training (AS I ST) and Suicidal Intent Scale (SIS) (DoH, 2007).
Clinical judgement alone as the basis of risk assessment has been 
shown to have a poor record of accuracy, (Convit, et a i, 1988; 
Gondolf ef a/., 1990; Monahan, 1981; Steadman & Morrissey, 1982). 
Clinical prediction can be seen as at best weak and at worst totally 
unreliable (Clark, 1999; Blackburn, 1984). Hence the development of 
tools including other factors, leading to the advancement of more 
structured risk assessment tools, such as the HCR-20. As with other 
risk assessment tools the Clinical scale has been shown to not be a 
statistically significant prediction, with the Historical and Risk scales 
being shown to be good predictors of risk (Gray et al., 2008).
Kasperson et al. (1988) asserts that a confounding feature of risk 
perception has been has been that “some relatively minor risks or 
risk events, as assessed by technical experts, often elicit strong 
public concerns and result in substantial impacts upon society and 
economy” (Kasperson et al., 1988, p. 177). This social amplification 
occurs when individuals try to manage ‘risk’ by employing simplified 
coping mechanisms that can in turn actually result in biases causing 
responses to risk that are distorted. This mechanism can be seen to 
be even more complex when considering risk management and 
decision making at management level.
Professional best practice poiicies/guidance
Best practice manuals in risk management indicate that risk 
assessment is integral to planning and care for individuals, including; 
mental state, past behaviour, social functioning and social 
circumstances (Morgan, 2000). The focus of best practice guidance 
appears to be on widening the understanding of risk issues and, 
therefore, expanding the repertoire of MHS responses. The current
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best practice guidance stipulates 16 best practice points for effective 
risk management (DoH, 2007) (see Appendix B). These include 
statements about positive risk-taking, service user 
involvement/collaboration, consideration of diversity issues, harm 
prevention and having an emphasis on recovery and the service 
user’s strengths. The conceptualisation of risk management in best 
practice guidance appears to be broader than some of the current 
thinking around risk issues and, if MHS were to follow these, it may 
influence the response to risk issues to be more measured and less 
risk averse.
Operational responses to risk
MHS use protocol led assessment processes to ensure that there is 
uniform and hopefully in-depth understanding of risk for each 
individual that is seen. Each individual and their situation should 
ideally and necessarily be assessed and managed idiosyncratically.
The rhetoric surrounding high profile cases involving violence by a 
user of MHS means that MHS are put under pressure from both 
within and without, people using services want to know that they will 
be looked after in a responsive and supportive manner, whilst the 
public and politicians want to be confident that services are safe and 
are able to protect them from the rare but catastrophic attacks 
(Laurence, 2003). The change in focus to individuals with mental 
health problems being seen as dangerous has impacted on services 
and resulted in them becoming risk averse. The shift in rhetoric that 
surrounds this emotive subject has compounded the averse risk 
taking stance of mental health services.
‘Dangerousness’ and mental health difficulties have now become 
synonymously linked with the advent of the term ‘dangerous and 
severe personality disorder’ (DSPD). This is not a happy marriage. 
How did the term “‘dangerous and severe personality disorder’
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(DSPD) ever find currency in scientific and political circles? Although 
it is necessary to use diagnostic terms to discriminate for the 
purposes of research, teaching, management and public protection, 
such a term, focusing as it does on dangerousness, seems designed 
to be stigmatising as well” (Kingdon, 2007). Also the related 
stigmatisation and automatic social exclusion means that change for 
individuals with this label is less possible (Kingdon, 2007). As 
labelling theory (Becker, 1963) describes, the effects of being given a 
negative label means that is difficult, for some almost impossible, for 
the individual to overcome. However, there are contradictory 
discourses about mental health, ‘risk’ and treatability. On the one 
hand is ‘DSPD’ equalling stigmatisation and social exclusion and, on 
the other, is a drive for personality disorder to no longer be 
considered as a diagnosis for exclusion (DoH, 2003). The rhetoric 
and political agendas that surround ‘risk’ result in MHS 
understanding of and response to risk issues clearly being adversely 
influenced.
However, the processes that occur alongside protocols will impact 
upon how teams manage ‘risk’. For example there is some evidence 
that discussions and the subsequent reaction chosen can actually 
escalate the situation and rather than reducing the risk behaviour it 
actually can serve to increase it (Wailach & Kogan, 1964). From my 
clinical experience this can occur with individuals who self-harm 
when their chosen method of self-harm is prohibited it can result in 
them using another means which can be more severe/damaging. 
When self-harm is seen as a form of individuals communicating their 
pain, just because you remove one method does not remove the 
need to express the pain, meaning an individual may resort to the 
next method available which could cause more harm.
To summarise, MHS responses to ‘risk’ are shaped by the social 
climate of the time. Currently the dominant discourses are about
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‘dangerousness’ and blame which results in MHS response to risk 
issues tending to be ‘risk’ averse, which can result in the responses 
to risk issues being precautionary/cautions. Meanwhile, there are 
also situational factors such as how the understanding and 
responses to risk at every level can actually serve to socially amplify 
‘risk’.
What contributions can clinical psychologists make to the 
reconsideration of risk ideas and practices?
When thinking about how clinical psychologists (CP) can contribute 
several areas came to mind: one is the position of CPs within teams 
as leaders, secondly the skills that CPs have and how these may be 
applicable, and thirdly the notion of collaboration with service users 
and their understanding of risk issues.
Leadership
Clinical psychologists in leadership positions within their teams can, 
for example, help the teams to have consideration of recovery 
orientated approaches which counter some of the risk averse 
practices in MHS. I have clinical experience where I have seen risk 
issues reconsidered with the support of the lead clinical psychologist.
I worked as an assistant in a Women’s Mental Health Service (WS), 
including a medium secure unit, which took a recovery orientated 
approach, including positive risk-taking. The service was psychology 
led and with an underlying philosophy based on attachment theory^ 
(Hunt, 2006). Key to the understanding and management of risk 
issues was a multidisciplinary decision making process with 
collaboration and respect amongst the team members. This also 
helps to manage the ‘blame culture’ as there was a real notion of 
multidisciplinary team working, rather than it just being paid lip
 ^ Please see Appendix C for the key underlying principles of the W S.
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service, meaning responsibility was shared, the leadership roles 
were clearly defined, but there was a flattened hierarchy allowing all 
team members to have input into discussions about risk issues. The 
top down approach where the philosophy of the service was 
developed by the management team at the services’ inception with 
all of the staff being selected due their psychological mindedness, 
meant that the service was able to integrate best practice guidelines 
with recovery approach practice, with government policies and 
procedures (Hunt, 2006). Key to this service was the position of the 
clinical psychologist being in a clear position of leadership, which is a 
role that clinical psychologists should take (DoH, 2005; BPS, 2007). 
This model appears to fit well with the New Ways of Working (DoH, 
2007a) and therefore was possibly ahead of the times.
It is not always easy to facilitate the introduction of differing 
approaches to risk issues and management, that, to some, can been 
seen as counterintuitive to the dominant discourse of 
‘dangerousness’. There can be resistance to change and the MHS 
policies and procedures may even make it hard. There is a tension 
between the aspects of mental health policy and practice that have at 
their centre risk and dangerousness verses recovery approaches 
(Fawcett & Karban, 2005).
I have experienced this tension when I worked in a men’s medium 
secure unit. I discussed the ideas of the recovery approach with the 
team leader but was told that ‘they’ (ward/centre) did not use this 
type of approach. The discourse within this service was about the 
‘risk’ posed to others and dangerousness of service users. The 
driving forces were fear, blame/accountability and harm to others. 
However, the reconsideration of risk using the best practice 
guidelines and a recovery orientated approach would, hopefully, lead 
to a more dynamic conceptualisation of risk issues and how to 
manage them (DoH, 2007; RCP / SCIE / OSIP, 2007). Rather than
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having a response to a serious incident that can amplify risk, there 
can be one that involves the service user to have a more 
proportionate response. Where the emphasis on recovery, self 
management, self responsibility, service user strengths and service 
user experience can inform MHS understanding and management of 
risk issues in a more holistic approach (DoH, 2007; RCP / SCIE / 
OSIP, 2007). However, there is currently a gap in the guidance 
about how practitioners might incorporate this into their everyday 
work.
Clinical psychologists are not immune to the culture of blame. Whilst 
on my adult mental health placement one of the recurring themes in 
supervision was the possibility of litigation i.e. if you were to appear 
in court how would your notes or reports be interpreted? When I 
asked if my supervisor had ever been asked to appear in court she 
replied “No”. Writing this essay has made me reconsider why this 
was a dominant theme. I now believe it was driven by the culture of 
blame and my supervisor feeling accountable for my work. Being on 
the receiving end of this very strong response to risk was actually an 
anxiety provoking experience and did not help a reconsideration of 
risk issues but rather the focus was on making sure all the 
procedures were correctly followed automatically without asking “Are 
these the most helpful ones to follow?”
Skills of clinical psychologists - Reflective space and emphasis 
on training
Multidisciplinary working appears to be a key element of a more 
dynamic and team approach to risk management. A team operating 
like this enables the skills and knowledge from the differing 
professional backgrounds to be utilised whilst sharing some common 
values with the aim of working towards shared goals. I have seen 
how professional differences can be a source of strength and 
expertise that are neither threatening nor undermining. My
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experience enabled me to fully understand the meaning and value of 
multidisciplinary working when considering issues of risk.
One practical role that clinical psychologists can play within teams is 
to help the team to hold the uncertainty of ‘risk’ by the provision of a 
reflective space to explore risk issues. The key is to help teams to 
hold positions of safe uncertainty, which can be defined as 
developing a context where the system participants experience clear, 
agreed boundaries within which they feel respected and able to 
explore how they may wish to consider risk issues and how they 
would like to respond (Robinson & Whitney, 1999). This open 
exploration of the issues of risk and differing responses that can be 
taken can help people to hold/manage anxiety. However, as safe 
uncertainty is never a fixed place (Hardham, 2006) clinical 
psychologists can play a part in helping teams to manage this state 
of flux by the provision of reflective spaces for team members to 
explore their anxieties and process issues.
Training on risk assessment can make people feel more confident 
about risk assessment and management and can encourage staff to 
discuss risk with clients -  this openness can help to reduce 
aggression and to facilitate better working relationships (Langan & 
Lindow, 2004). Clinical psychologists are well placed within teams to 
offer training on risk assessment, we have presentation and teaching 
skills that can be utilised to help MHS to reconsider risk in light of 
new approaches, tools and practises.
Service user involvement and formulation
Clinical psychologists (CPs) are well placed to facilitate service user 
collaboration with risk management through the therapeutic alliance, 
this assists to develop a better service. By gaining the service user’s 
experience CPs can gain an insight into the real life factors that
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impact on the idiosyncratic dynamic risk issues. This knowledge can 
help to manage risk issues within everyday practice. The process of 
collaborative integrative formulation enables CPs to consider, with 
the individual, “a multifaceted, high-level formulation that aims to 
encompass the complexity of an individual client, their family and 
their context” (Johnstone & Dallos, 2006).
Summary
Risk is a complex issue, within MHS especially. The drivers behind 
MHS understanding and management of risk issues are government 
and societal factors, which result in risk aversion. CPs can help to 
facilitate alternative approaches when they feel empowered.
“The tasks of the fifteenth theme of recovery suggested by RCP / 
SCIE / CSIP (2007) include moving beyond preoccupations with risk 
avoidance and working with constructive and creative or positive risk- 
taking. These pose significant challenges for MHS, which require 
recognition and deliberation if services are going to be able to rise to 
the challenge of becoming recovery-oriented (Tickle, unpublished)
From my experience of working within a recovery model approach 
that also promoted positive risk taking I have seen how clinical 
psychologists can help teams to hold differing positions regarding 
risk and help teams to hold anxieties. The integrated approach that 
the service held meant that the conceptualisation of risk was very 
different to other services I have worked in that are based on the 
medical model and psychiatry led, i.e. more traditional services. I will 
endeavour to take a positive empowered approach into my future 
work to help services have a reconsideration of risk issues and 
practices.
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Appendix A - 16 best practice points for effective risk 
management
(DoH, 2007)
Summary
Introduction
1. Best practice involves making decisions based on knowledge 
of the research evidence, knowledge of the individual service 
user and their social context, knowledge of the service user’s 
own experience, and clinical judgement.
Fundamentals
2. Positive risk management as part of a carefully constructed 
plan is a required competence for all mental health 
practitioners.
3. Risk management should be conducted in a spirit of 
collaboration and based on a relationship between the service 
user and their carers that is as trusting as possible.
4. Risk management must be built on a recognition of the service 
user’s strengths and should emphasise recovery.
5. Risk management requires an organisational strategy as well 
as efforts by the individual practitioner.
Basic ideas in risk management
6. Risk management involves developing flexible strategies 
aimed at preventing any negative event from occurring or, if 
this is not possible, minimising the harm caused.
7. Risk management should take into account that risk can be 
both general and specific, and that good management can 
reduce and prevent harm.
8. Knowledge and understanding of mental health legislation is 
an important component of risk management.
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9. The risk management plan should include a summary of all 
risks identified, formulations of the situations in which 
identified risks may occur, and actions to be taken by 
practitioners and the service user in response to crisis.
10. Where suitable tools are available, risk management should 
be based on assessment using the structured clinical 
judgement approach.
11. Risk assessment is integral to deciding on the most 
appropriate level of risk management and the right kind of 
intervention for a service user.
Working with service users and carers
12.All staff involved in risk management must be capable of 
demonstrating sensitivity and competence in relation to 
diversity in race, faith, age, gender, disability and sexual 
orientation.
13. Risk management must always be based on awareness of the 
capacity for the service user’s risk level to change over time, 
and a recognition that each service user requires a consistent 
and individualised approach.
Individual practice and team working
14. Risk management plans should be developed by 
multidisciplinary and multiagency teams operating in an open, 
democratic and transparent culture that embraces reflective 
practice.
15. All staff involved in risk management should receive relevant 
training, which should be updated at least every three years.
16. A risk management plan is only as good as the time and effort 
put into communicating its findings to others.
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Appendix B - “Key themes of recovery”
(RCP / SCIE / CSIP, 2007; cited by Tickle, 2009, unpublished)
1. Recovery is fundamentally about a set of values related to 
human living applied to the pursuit of health and wellness.
2. Recovery involves a shift of emphasis from pathology, illness 
and symptoms to health, strengths and wellness.
3. Hope is of central significance. If recovery is about one thing it 
is about the recovery of hope, without which it may not be 
possible to recover and that hope can arise from many 
sources, including being believed and believed in, and the 
example of peers.
4. Recovery involves a process of empowerment to regaining 
active control over one's life. This includes accessing useful 
information, developing confidence in negotiating choices and 
taking increasing personal responsibility through effective self- 
care, self-management and self-directed care.
5. Finding meaning in and valuing personal experience can be 
important, as is personal faith for which some will draw on 
religious or secular spirituality.
6. Recognising and respecting expertise in both parties of a 
helping relationship which recontextualises professional 
helpers as mentors, coaches, supporters, advocates and 
ambassadors.
7. Recovery approaches give positive value to cultural, religious, 
sexual and other forms of diversity as sources of identity and 
belonging.
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8. Recovery is supported by resolving personal, social or 
relationship problems and both understanding and realistically 
coming to terms with ongoing illness or disability.
9. People do not recover in isolation. Recovery is closely 
associated with social inclusion and being able to take on 
meaningful and satisfying social roles in society and gaining 
access to mainstream services that support ordinary living 
such as housing, adequate personal finances, education and 
leisure facilities.
10. There is a pivotal need to discover (or rediscover) a positive 
sense of personal identity, separate from illness and disability.
11. The language used and the stories and meanings that are 
constructed around personal experience, conveyed in letters, 
reports and conversations, have great significance as 
mediators of recovery processes. These shared meanings 
either support a sense of hope and possibility or carry an 
additional weight of morbidity, inviting pessimism and 
chronicity.
12. Services are an important aspect of recovery but the value 
and need for services will vary from one person to another. 
For some people, recovery is equated with detaching from 
mental health services either permanently or for much of the 
time. For others, recovery may be associated with continuing 
to receive ongoing forms of medical, personal or social 
support that enable them to get on with their lives.
13. Treatment is important but its capacity to support recovery lies 
in the opportunity to arrive at treatment decisions through
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negotiation and collaboration and it being valued by the 
individual as one of many tools they choose to use.
14. The development of recovery-based services emphasises the 
personal qualities of staff as much as their formal 
qualifications, and seeks to cultivate their capacity for hope, 
creativity, care and compassion, imagination, acceptance, 
realism and resilience.
15. In order to support personal recovery, services need to move 
beyond the current preoccupations with risk avoidance and a 
narrow interpretation of evidence based approaches towards 
working with constructive and creative risk-taking and what is 
personally meaningful to the individual and their family.
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Appendix C - The team as a ‘secure base’: principles for 
effective team work
Clear and agreed philosophy, ethos and objectives.
Clear leadership with defined responsibility and authority. 
Multidisciplinary team training, decision making and review of 
policies.
Clear communication systems and agreed making 
procedures.
Clarity of skills and roles of team members.
Collaboration and respect amongst team members.
Regular staff meetings to create a reflective and ‘critical’ 
working culture.
Regular supervision and ease of access to support and 
additional supervision when needed.
Emphasis on staff development.
Focus on transference and counter-transference responses.
(Hunt, 2006)
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Introduction
I have chosen a more free flowing writing style than I have previously 
used in academic work as this appeared to be a natural way to write 
reflectively. Within this reflective account I will drawn on my 
experiences of the task and clinical work to consider how I have both 
developed personally and professionally by going through this 
process.
Although I do not want to minimise or detract away from the 
experience of service users and carers, I feel that I can draw 
parallels between my own and their experiences of change and links 
with the process of this exercise.
The original ‘problem’
The group was set a topic of The Relationship to Change’ and were 
provided only with the title, no other written guidance. Although this 
felt like I was embarking upon a new process that was quite daunting 
I felt quite excited at the prospect of being able to learn in a smaller 
group. It felt quite a relief being in our smaller group of 8 after being 
in such a large group 32 (the whole cohort). My experience of group 
work on my current placement echoes this feeling that smaller 
numbers enables the group to form and have a sense of cohesion, 
which can be more difficult with larger numbers. Studies on group 
size have produced conflicting findings about the quality of 
performance but have shown that there is less accord within larger 
groups (Ziller, 1957). The latter finding may be why I have found that 
smaller groups feel easier to work in. In the future it feels important 
for me to keep in mind the impact of group size on the participants 
and the group process.
Whilst I felt some excitement at the prospect of facing a new 
challenge presented by the task I also felt that having no real
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guidance was disconcerting. The uncertainty was also felt within the 
group and was manifested by a desire for structure. This is 
consistent with theories that attributes problems encountered when 
facing change to people’s wish for certainty and stability (Heller, 
2003; cited in Boonstra, 2004). During our discussion we spoke 
about how the relationship to change differs depending on whether 
you have control of the process or not. When there is no control we 
felt that this caused greater uncertainty and may even result in 
resistance. Resistance to change can result in tension and possibly 
conflict, especially when seen as a threat to sense of self by 
individuals or groups. I have been able to reflect on my own recent 
experiences of change, there seems to be a lot within the last year! 
This experience of change has been one I have chosen and I have 
felt some level of control throughout the process. However, I have 
experienced real uncertainty which I have found hard to deal with at 
times.
When individuals choose change this appears to be more 
acceptable, in fact it can be quiet welcome. As new Trainees the 
change of starting the course is, at times, somewhat daunting. 
However, overall the process of training is actually an exciting, 
stimulating and hopefully fulfilling one. I must think about the part I 
play in the process of change, if I have some control and play my 
part in how change occurs it will be more rewarding.
I feel that within my current placement and in the future it will be 
useful for me to bear in mind feelings of uncertainty when 
undertaking my clinical work with others, when alone, co-working and 
through supervision. Within my clinical practice I will inevitably work 
with individuals who struggle to manage uncertainty, as this is a 
‘normal’ human experience, and being sensitive to this will be crucial. 
Within my role as a clinician my work will range from providing 
information (psychoeducation) to guiding an individual to help them
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to their own understanding. I will have to be able to work flexibly with 
individuals to meet their needs regarding any changes they may be 
facing.
I will also have to have consideration of how the experience of 
uncertainty, in the face of change, can impact on teams and wider 
systems when I am working in a position of leadership or 
management within my future career as a clinical psychologist.
The management of change with individuals, teams, systems and 
throughout society is key. When considering the process of change 
for the individual I have found the cycle of change useful (Prochaska 
& DiClemente, 1994, cited in McGuire, 2000). Whilst on my 
placement this has been reaffirmed by an experience with a young 
woman, who had a diagnosis of bi-polar, whose psychiatrist felt it 
would be useful to undertake psychology work to think about/learn 
about triggers/antecedents for her manic and depressive states. 
However, during the first assessment session she did not appear to 
be fully engaged in the process and she did not subsequently return 
for the next part of the assessment. I wondered whether she was at 
the pre-contemplative stage of change because she appeared 
ambivalent (Prochaska & DiClemente, 1994; cited in McGuire, 2000).
I believe that it could be very important within the therapeutic 
relationship to consider what stage of change the individual at. If 
they are at an earlier stage you may have to work with them 
collaboratively to establish motivation.
The group process -  fun verses serious
I felt our group was diverse both in regard to the observable and the 
more hidden characteristics. We were comprised of one male and 
seven female trainees, we had one of the older members of the 
cohort. We also had group members that face unobservable
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difficulties, I am one of these as I am dyslexic which can cause me 
difficult in a variety of settings. Within the group setting initially I did 
not encounter obvious problems. When we started to discuss how 
our group would function when face-to-face and we were 
contemplating assigning tasks my anxiety levels were raised when 
we spoke about minute taking as this is a task that I find very hard to 
undertake, in fact it means that I am unable to take part in discussion 
as I have to focus on writing and spelling. However, as a group we 
appeared even at this early stage to be able to raise our concerns 
and appeared to be able to be sensitive to other people’s difficulties. 
I feel that this is a very important quality/attribute that our group 
displayed and one that may have helped us to form in a relatively 
easy way.
After an initial broad discussion about the concept of change the 
group seemed to approach the topic in a very holistic way, 
considering change over time, at every level from the individual to 
systems, such as, political.
Our group initially seemed very task orientated. This is consistent 
with Bales (1953) assumption that the raison d’être of small groups is 
to achieve a set task and that will result in the activity within the 
group being task focused. The process of how we decided to assign 
our chair and scribe was democratic, with the end result being that 
we decided to alternate the chair and scribe on a rota system. The 
group then broke down the work into sections that were then 
completed in pairs, when the information was brought back and fed 
to the group we then reformed into different pairs to undertake the 
next section organised by skills and interests. This process of 
coordination may well have helped our group to avoid conflict that 
others groups reflected on experiencing. Coordination has been 
seen as an essential component of successful group performance 
(Tindale, 1998).
66
A reflective account of the problem based learning exercise: “The relationship to Change”
We fairly quickly reflected upon change being ubiquitous and that it 
would be interesting to consider this for our presentation. Change 
was seen as a complex, dynamic and continuous process - occurring 
at micro and macro levels. Following this idea we felt that it would be 
useful to think about the many levels of change. Flowever, as the 
group discussed that change happens at the socio-political, 
institutional (NHS) and individual level it became clear that for some 
in the group this multi-dimensional view felt too complex. Within the 
group there was a point at which there was a temporary divide 
between the draw to have fun with the content and message of the 
presentation as opposed to wanting to be serious/structured. There 
appeared to be a drive for those who wanted a serious presentation 
with power point as they felt that this was their ‘comfort zone’ and 
they felt that as this was the way that they had undertaken 
presentations in the past. When looking back at my reflective 
account I found this a difficult and frustrating stage of the process. I 
believed that people’s anxiety about undertaking a new task was 
impacting on their ability to be creative. On reflection this was our 
storming stage (Tuckman, 1965). Once the group members who 
were uncomfortable with a more free flowing presentation were 
reassured that we were going to have a solid structure with good 
content we appeared to get through the storming stage.
Our storming stage was relatively gentle. Overall the group 
appeared to be able to have an open and supportive dialogue which 
enabled individuals to raise their concerns and for their concerns to 
be addressed by the group as a whole. This did not make the 
process totally easy but did prevent real conflict. Our group 
interactions seemed to adhere to those noted by Bale (1953) where 
focusing on a goal to meet an ultimate end point will bring about task 
related (instrumental) behaviour and social-emotional behaviour that 
tends to be of a more supportive nature, which can act as a positive
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reinforcement within the group process. We were using curiosity to 
help us to ask questions in a supportive and explorative manner.
The presentation
We had a chance to see two other group presentations, whilst 
watching it struck me that we had not used theory in same way as 
the other groups. The other groups had selected a theory of group 
process, such as, Tuckman (1965). The presentations then included 
how the group process was reflected the model, forming, storming, 
norming and performing. When the stages presented by Tuckman 
(1965) were presented I was struck by the storming stage. At first I 
felt that our group had not gone through this stage. However, on 
reflection I believe that in the earlier stages of our group forming we 
had a gentle storming (explored fully above).
The structure that our presentation was formed on was taken from 
Dickon’s A Christmas Carol, where Scrooge had visions/dreams of 
the past present and two versions of the future. The group wanted to 
look at the 1980’s, the present day and two alternative futures, future 
A where clinical psychologists took a back seat in relationship to 
change, whilst future B where clinical psychologist take an active part 
in the process of change. This enabled us to demonstrate how we 
can have an impact on the process of change and that by opting out 
of being a ‘mover and a shaker’ we may be complicit in adverse 
change happening.
I think that the feedback that resonated most with me was made by 
one of the tutors and then echoed by members of the cohort. They 
reflected on the fact that it made them think about their relationship to 
change within our profession and what role they wanted to have 
within the process.
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Final thoughts
I feel that the process of the PBL exercise has enabled me to 
continue to consider the wider contextual factors of change that 
affect myself, clients, colleagues and systems. Also that within any 
process I will need to consider my experiences and assumptions that 
I bring to it. Furthermore, I will endeavour to be a ‘mover and 
shaker’.
69
A reflective account of the problem based learning exercise: ‘The relationship to Change”
References
Bales, R. F. (1953). The equilibrium problem in small groups, in 
Parsons, T., Bales, R. F. & Shils, E.A. (eds) Working Papers in the 
Theory of Action. New York: Free Press.
Boonstra, J. J. (2004). Dynamics of organisational change and 
learning. Floboken, NJ: John Wiley & Sons Ltd.
Dickens, C. (2004). A Christmas carol. In M. P. Fleam (Ed.) The 
annotated Christmas carol: A Christmas carol in prose. New York: W. 
W. Norton & Co. (Original work published 1843)
McGuire, J. (2000). Cognitive Behavioural Approaches: An 
introduction to theory and research. London: HMIP.
Tindale, R. S. (1998). Theory and Research on Smail Groups. 
Hingham, MA, USA: Kluwer Academic Publishers.
Tuckman, B. W. (1965). 'Developmental sequence in small groups'. 
Psychological Bulletin, 63, 384-399.
Ziller, R. C. (1957). Group Size: A Determinant of the Quality and 
Stability of Group Decisions. Sociometry, 20(2), 165-173.
70
Problem based learning task: “How do we know if lAPT is working?”
PBL Year 2:
Reflective account of the problem based learning task: 
“How do we know if lAPT is working?”
Year 2
March 2010
(Word count: 1985)
71
Problem based learning task: “How do we know if lAPT is working?”
72
Problem based learning task: “How do we know if lAPT is working?”
Introduction
I have chosen to structure this reflective account as follows: to look at 
the original “problem”, group process, the presentation and my final 
reflections. Within my account of the self-directed problem-based 
learning group (PBL) I will explore the ways in which we carried out 
our work and the strengths and weaknesses of the approach taken. I 
will draw upon my experiences from the task and clinical practice to 
demonstrate my learning. The second and third years of the 
doctorate in clinical psychology were brought together and then 
divided into mixed groups of eight for this PBL exercise.
The original “problem”
The Layard report (London School of Economics, 2006) advocated 
that psychological service should be accessible to everyone in 
Britain. In response to the report a programme called Increasing 
Access to Psychological Therapies (IAPT) was commissioned, 
aimed, as the title suggests, to improve access for everyone to 
psychological therapies. The group task or problem was to prepare a 
consultancy report on how can the effectiveness of lAPT be 
assessed with the central question “How do we know if lAPT is 
working?” The group then had to give a presentation back to the two 
cohorts and members of the staff team.
At the time I felt that the main aim of this task was for us to gain a 
better understanding of lAPT with us thinking critically about the 
implementation, design and evaluation processes. I now believe that 
another aim of the PBL was to enhance our learning of group 
processes and dynamics, by providing a motivated and task focused 
environment in which ideas are developed and explored through 
discussion and debate, drawing on the expertise of the whole group.
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Group process -  chaos to clarity
As I look back now at the group process I know that at times I felt 
very detached from the group. This was in part due to the group 
being very loosely formed, and that we only met for six meetings. On 
reflection, as the group was only set up for a one off task I do not 
believe that at the time I felt I had to get to know the group members. 
This was a real contrast to my experience of the first PBL exercise 
“The Relationship to Change” where we were in our Personal and 
Professional Learning Development Groups (PPLDG). Thinking now 
about these different experiences I feel that as I will be with the 
PPLDG for the next three years, having it timetabled and all being in 
the same cohort made the earlier process very different. On 
reflection I felt more need to form relationships and I had a sense of 
emerging commitment to the PPLDG. My thoughts now are that, in 
clinical practice, when we join a team in a permanent position this 
sense of commitment and a desire to form relationships are likely to 
be echoed. I learned that in clinical practice I would want to consider 
how a possible lack of both commitment and desire to build 
relationships may impact on group processes that meet for one off 
short-term projects.
The group process went through a cycle, moving between periods of 
activity followed by periods of apparently little activity. This pattern 
we, as a group, felt was akin to the pattern described by Gersick 
(1988) inertia, transition, inertia, completion. Or one proposed by 
Lewin (1951) unfreezing, confusion/transition, refreezing. As a group 
we reflected on these patterns which many of the group identified 
with. From our reflections on the group process I gained a better 
understanding of different models of group formation.
Due to other commitments I was not able to attend the briefing where 
designation to the group occurred. At the time I felt that this could
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have potentially meant I did not feel part of the group at the start. 
Had this happened I may have felt totally unconnected to the group 
which could have impacted on my participation in the task. However, 
this did not occur and I believe that I took on an active role within the 
group.
The way it was set up enabled me to feel part of the group. The first 
meeting was a briefing to the two cohorts setting up the groups rather 
than a discreet group meeting. When we had our first group meeting 
I felt I was part of a loosely formed group despite not having been 
there at the inception. Additionally, as I had not been the only group 
member unable to attend the briefing, meant the group took time to 
ensure that we were up to speed. This helped our group form and 
aided a consensus of understanding the task in hand. Now, looking 
back at this rather awkward yet ultimately helpful start, it makes me 
think about how on placement we have been trying to start up an 
Intensive Interaction training scheme. This group also had rather an 
awkward start due to many practical barriers, such as annual leave 
and bureaucratic processes. I now feel the start to our group was 
like a “real life” situation in which group members are unable to 
attend due to other commitments. I have learned how important it is 
to ensure when starting a project that all members are fully informed 
and a group consensus of how to proceed is achieved as part of a 
facilitating process.
Within the first group meeting we spent time discussing the set topic 
and task. We reflected on the diversity of the group, a mixture of 
both second and third years with a range of age, experience, 
interests and gender. At the time we reflected on the belief that this 
provided us with opportunities and challenges. One of the benefits 
we discovered was the breadth of experience. On the other hand 
there were many differing opinions meaning that, at times, the 
discussion was pulled in different directions. As the group formed, it
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was naturally horizontally organized, whereby crucial decisions were 
made by majority consensus (Bridges, 1992). Whilst I now feel it 
was a strength for every member to have a voice, it could have been 
a weakness. It took time for everyone to be heard and time was 
limited which was a potential source of tension although this was 
never more than a good debate as our group seemed to 
communicate well. I have learned a key feature of a group is good 
communication as this can help any possible conflict be discussed 
and amicably sorted out.
As Bridges (1992) stipulates, as a PBL group we were responsible 
for scheduling our activity, deciding how to use the time to solve the 
problem/task and how we were going to facilitate our mastering of 
the learning objectives. I believe our approach to this task was a 
strength. On initially considering which aspect of lAPT to explore we 
realised a number of us had experience of child and adolescent 
mental health services (CAHMS) and thought this would be an 
interesting and different take on the lAPT agenda. Once the area to 
focus on was decided we had the following periods of activity - 
delegating research tasks, collecting data/information, coming back 
together to refine what we had found, delegating the writing up 
sections and the parts for the presentation. Following this we came 
back together to run through the presentation. Finally we 
successfully gave the presentation. Jones (1973) describes this 
process as immature, fragmented, sharing and effective.
Now, the group seems more structured than it did at the time. The 
periods of inertia seem to be a little lost when writing about the group 
process. It was during the periods of inertia, when communication 
often reduced, that I felt disconnected from the group and felt the 
demands of placement and academic work take precedence. This 
was a weakness in our group approach, and a possible solution to
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this would to have been to communicate more during these periods. 
As a group we openly spoke about the competing demands of other 
tasks which meant, at times, PBL felt “bottom of the list". Through 
this experience I learned to think more about the competing demands 
in clinical practice, how we manage our workload and learn to 
prioritise. I hope throughout my training I will continue to develop 
skills to manage this issue.
My role within the group
Within the group I took the role of a ‘team member’ whereby I took 
individual notes, participated in discussion and helped to review 
resource materials (Bridges, 1992). When the group was in the active 
part of the cycle I felt like an active group member, able to offer my 
opinions and constructively add to the group learning process. I did 
wonder how others in the group may have perceived me as I did not 
take a leading role within the group. My role within the group gave 
me an insight into how important each role in a group is; even if it is 
not a leading role, each person can potentially make contributions.
Development of the group
Our group did not express any open conflict. I felt that there may 
have been some underlying conflict among members of the group 
but as the group was task focused with little time these conflicts were 
never brought to the fore. This was a strength of how our group 
worked. Within our every day practice this may be a very good 
feature of task focused time limited projects; that people focus on the 
matter in hand rather than being distracted by personal, professional 
or other differences.
The presentation
Each member of the group had a part to play in the presentation. 
However, when sat there during the presentation I thought we had a
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slightly skewed presentation with our introduction being longer than 
necessary. We had chosen a format of a stakeholder meeting, 
enabling the views of service users and carers to be heard. Our 
introduction was setting the scene for the difference of I APT within 
CAHMS from the adult model, we then went to the stakeholder 
meeting where the consultancy paper and the problematic issues 
were discussed, followed by our conclusions and reflections on the 
process.
We were able to explore the complexity of the outcome measures for 
CAMHS. The group felt a real concern that the data used for lAPT in 
CAMHS was collected over twenty years, meaning a long time before 
outcomes were known, and focused on monetary costs not individual 
wellbeing.
Feedback from the audience was that it was good to have focused 
on a different service and that we had managed effectively to bring in 
the service user and carer perspectives. The feedback was also that 
we had highlighted the challenge of considering the implementation 
of lAPT within CAMHS. Overall, at the time, I felt the presentation 
went well and we had chosen a different aspect to other groups 
which added to the discussion initiated by the presentations.
My final reflections
I believe that through this PBL task I have gained greater 
understanding of a number issues within a group process, such as 
the importance of good communication to ensure members feel a 
connection to the group and to resolve any conflict at an early stage 
before it really develops.
Also when we are working in teams we must give space for teams to 
consider the impact of the work on them. By offering reflective
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spaces staff can explore conflict within the team or difficult emotions 
which are raised by the close work we do with vulnerable people. 
These spaces can also help to improve communication within teams. 
I intend to take this idea into my future clinical work to help teams to 
communicate more effectively and have the space to work through 
difficult clinical and personal/professional issues.
This form of experiential learning has provided me with a learning 
opportunity that I have found helpful. I believe that I am developing 
knowledge about how to help teams function well and intend to 
integrate this into my clinical practice.
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Process Account of the Personal and Professional 
Learning Discussion Group in Year 1
The aim of this process account was to explore the group processes 
and the author’s contributions to the group, whilst making theory 
practice links during the account. The author also indented to make 
explicit their understanding about how these experiences informed 
their practice within the NHS. Initially the author explored the 
development and the processes of the group to enable reflections on 
how the group developed and the strengths and weakness of the 
approach that the group took.
The account then explored the author’s contributions to the group, 
the group discussions and how their contributions evolved over time. 
Within this section the author attempted to explore how other group 
members may have perceived their development within the group 
and how they may have contributed to others’ learning.
The author reflected on how they were perceived by others. Being a 
loquacious group member they wondered about being seen as 
dominant. Whilst the author felt that this may have been the 
perception of others at the start of the year they felt that overtime 
rather than being my usual self they became less able to express 
themselves due to a difficult first year. In summary, although the 
author had at times struggled to use the group she felt that she had 
been able to gain professionally from the experience and to consider 
explicitly about how teams in the NHS are organised. The author 
stated that they would endeavour to take the knowledge gained 
about team practice and working with clients within their future 
clinical work.
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Process Account of the Personal and Professional 
Learning Discussion Group in Year 2
This process account signifies the end of the second year of the 
Personal and Professional Learning Development Group (PPLDG). 
There were both ‘external’ change (a new facilitator, new group 
structure) and ‘internal’ change: a growing sense of safety and 
balance. Within my account endeavoured to contextualise the 
changes I saw within the group, both the content and process. I 
reflected on how I think the group and myself (both in the group and 
personally) developed. I considered the roles of others’ and my own 
within the group, and made relevant links between the experience of 
the PPLDG to my clinical practice. The account ends final reflections 
on how I thought the group process has influenced me (both 
personally and professionally). I considered throughout the account 
what I will take from this experience into my future practice.
From this group experience I feel that my self-awareness of role I 
play within groups has grown along with my increased understanding 
of group processes. I take into my practice my greater 
understanding of how to help foster a sense of safety and trust by 
using my therapeutic skills, in a range of working environments, and 
by paying attention to consistency and boundaries.
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Overview of Clinical Experience 
Adult Mental Health
This placement was split between a Primary Community Mental Health 
Team (PCMHT) and an Early Intervention in Psychosis.
Clinical Work: I worked with males and female clients aged from 18 to 
63 years-old who were experiencing anxiety, depression, psychotic 
symptoms, obsessive-compulsive disorder and difficulties adjusting to 
chronic health conditions. I undertook cognitive assessments with three 
individuals, one of which contributed to a diagnosis of Asperger’s 
Syndrome, another extended cognitive assessment that contributed to a 
diagnosis of a rare form of Alzheimer’s, and gained experience of using 
standardised outcome measures in therapy. I contributed to a number 
of Care Programme Approach (CPA) meetings, taking the lead clinician 
role in two cases. Risk assessment was an ongoing process with all 
clients. I used complex formulations, cognitive-behaviour therapy, 
psycho-education, relapse prevention and behavioural programmes. 
Group Work: I co-facilitated a cognitive behavioural group in the Day 
Service at the PCMHT for clients with Depression. I also was an 
observer in a Mindfulness Based Cognitive Therapy (MBCT) group. 
Service Evaluation: For my SRRP I conducted an evaluation an MBCT 
group for both males and females with mixed presentations of both 
anxiety and depression.
Teaching and Presentations: I fed back the results of the group 
evaluation to the PCMHT.
Learning Disabilities
This placement was based in a Community Team for People with 
Learning Disabilities (CTPLD).
Clinical Work: I worked with males and female clients aged from 18 to 
54 years old who were experiencing anxiety, depression, and difficulties 
adjusting to difficult life events. I undertook extended cognitive 
assessments with two individuals, one of which contributed to a 
diagnosis of Asperger’s Syndrome, and gained experience in the use of 
standardised outcome measures in therapy. I undertook dementia
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assessments for baseline and follow assessments. I undertook indirect 
work with carers to help support clients. Risk assessment was an 
ongoing process with all clients. I used cognitive-behaviour therapy, 
psycho-education, positive psychology, behavioural programmes and 
systemic family work during the course of this placement.
Group Work: I developed and co-facilitated a positive psychology group 
run at a local Day Centre.
Teaching and Presentations: I gave a presentation on adapting CBT 
for people with learning disabilities to the psychology team.
Older People: this placement was in a Community Mental Health Team 
for Older People.
Clinical Work: I worked with males and female clients aged from 66 to 
88 years old who were experiencing anxiety, difficulties with memory 
(including a range of dementias), depression and difficulties adjusting to 
aging and/or chronic health conditions. I undertook extended cognitive 
assessments with two individuals, assessing memory changes, and 
gained experience in the use of standardised outcome measures in 
therapy for this client group. Risk assessment was an ongoing process 
with all clients. I used cognitive-behaviour therapy, compassion focused 
therapy, psycho-education, behavioural programmes and systemic 
couples work during the course of this placement.
Group Work: I co-facilitated a cognitive stimulation group.
Service Evaluation: At the request of the Community Mental Health 
Team I conducted a service evaluation of a rugby reminiscent group 
to determine the effectiveness of the group.
Teaching and Presentations: I gave a presentation on Challenging 
Behaviour in Dementia to other professionals.
Child and Adolescent: Child and Adolescent Mental Health Service. 
Clinical Work: I worked with males and female clients aged from 4 to 
17 years old who were experiencing anxiety, depression, difficulties at 
school and specific phobias. I undertook extended cognitive
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assessments with two individuals, one of which contributed to a 
diagnosis of Asperger’s Syndrome, and gained experience in the use of 
standardised outcome measures for therapy with this client group. Risk 
assessment was an ongoing process with all clients. I used cognitive- 
behaviour therapy, psycho-education, behavioural programmes and 
systemic family work during the course of this placement.
Group Work: I developed and co-facilitated a cognitive behavioural 
group for anxiety and depression.
Service Development: Development of the group described above was 
a development within this service as it was the first time groups had 
been run there.
Teaching and Presentations: I gave a case presentation on to the 
trust wide CAMHS psychology meeting. I taught doctors basic 
counselling skills.
Adolescent Day Service
This placement was in an adolescent day service aimed at preventing 
inpatient stays with referrals from both Social Services and CAMHS. 
Clinical Work: I worked with males and female complex clients aged 
from 12 to 18 years old who were experiencing anxiety, depression, 
psychotic symptoms, emerging personality disorder, obsessive- 
compulsive disorder and difficulties adjusting to chronic health 
conditions. I gained experience in the use of standardised outcome 
measures in therapy. I used cognitive-behaviour therapy, psycho­
education, and behavioural programmes. This placement gave me the 
opportunity to develop a better understanding of an adapted therapeutic 
community approach to client care, with the clinical work being a holistic 
approach with every interaction of the staff being considered to have a 
potential therapeutic element, and how integrated teams can work well 
together to manage high levels of risk
Group Work: I developed and co-facilitated a self-esteem group.
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Case Report 1 -  Adult
Cognitive behaviour therapy with a man in his early twenties, 
presenting with panic attacks and depression.
This present report involves a complex case of a male in his 
twenties, referred to Secondary Care Psychology with a presentation 
of panic attacks and depression. Following the initial assessment 
and formulation he was considered suitable for CBT. He was offered 
a course of CBT of eight month duration focusing on his panic 
attacks and low mood. When this case report was written only 
twelve sessions had been undertaken. The initial phase of the 
therapeutic process included two assessment interviews, CPA 
paperwork and a risk assessment. The second phase of the 
therapeutic process revealed further case complexities and, 
therefore, presented to the author as disjointed. This appeared to be 
due to the multiplicity of issues for the client, the inexperience of the 
therapist and difficulties within the supervisory process. This feeling 
of being disjointed, coupled with a lack of change within the client 
resulted in the therapist appearance stuck. Within the third and most 
recent phase of the therapeutic process there has been some 
progress and the therapist reflects upon how she overcame the 
difficulties. I address issues of diversity and the influence of wider 
environmental factors and reflect on the fact that the therapeutic 
process is entering a stage where, with good use of supervision and 
increased competence of the author, the application of CBT may 
become more successful. The author also reflects on her learning 
experience and the development of her skills.
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Case Report 2 -  Neuropsychology 
A neuropsychological assessment of a man in his fifties with 
memory impairment issues.
This present report involves a complex case of a male in his fifties, 
referred to Neuropsychology with a presentation of difficulties with 
facial recognition and forgetting family member’s names. A 
comprehensive assessment was undertaken using a carefully 
selected battery of tests including; Wechsler Adult Reading Test 
(WTAR), Wechsler Adult Intelligence Scale (WAIS-III), Wechsler 
Memory Scale (WMS-III), the Hayling and Brixton and the Visual 
Object and Space Perception Battery (VOSP). Following the broad 
range of tests that formed part of the assessment it was apparent 
that he had a specific difficulty with an aspect of executive 
functioning combined with an element of visual spatial difficulties. For 
his executive functioning the findings present a mixed picture with the 
Stroop, Brixton and Trail Making suggesting that there is no global 
deterioration of functioning. Of the three hypotheses; Alzheimer’s 
Disease, Fronto-Temporal Dementia (FTD) or a lesion in the parietal 
lobe, it appears that (FTD) may be the more likely cause of his 
difficulties. However, the visual impairments were considered 
unusual so it was felt root cause of these difficulties still remains 
unclear. As the picture for causation remained unclear and to get a 
better understanding of the cause of his difficulties the 
recommendation was for him to have a neruoimaging Magnetic 
Resonance Imaging (MRI) scan. Additionally, if there is any further 
decline was observed he should be offered a reassessment. It was 
thought that it may be worth considering a reassessment in twelve 
months to check if there has been any further decline. (249 words 
excluding title).
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Case Report 3 -  Learning Disability
Integrated Attachment Narrative Therapy and Positive Psychology 
with a woman with a mild to moderate learning disability in her 
early forties, presenting with behaviours described as a 
“compulsive obsession”.
This case report is about Sally, a white British female in her late forties, 
who has a mild to moderate learning disability (LD). She was referred to 
the Community Team for People with a Learning Disability (CTPLD) 
psychologist because she was displaying concerning behaviours, 
namely a “compulsive obsession” with buying clothes and storing them 
at home. Another concern was that she was following a male friend who 
did not want to see her in public. The team considered that this could 
be perceived as stalking. Following the assessment my working 
hypothesis was Sally lacked meaningful attachments and she attempted 
to fill the void/emptiness and make herself happy, by buying and storing 
clothes. It seemed that meeting her needs led to a repetitive/'addictive’ 
pattern, which symbolise/substitute for a lack of secure attachments. 
Sally’s lack of sense of self, somewhat limited understanding of the 
“problems” and her desire to be in control of her clothing matched the 
focus of Attachment Narrative Therapy (ANT). Within the first two 
sessions we explored Sally’s attachments and narratives about her early 
life, family and current situation. I was struck by how problem saturated 
this approach felt with Sally. Within supervision I discussed my 
concerns and reformulated to integrate Positive Psychology to 
supplement ANT since there was a need to reflect Sally’s strengths and 
resilience. Sally responded positively to this change in focus and the 
outcome of the therapy was that she had decided not to follow her male 
friend and her clothes buying had reduced.
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Case Report 4 -  Older People
Oral case report of Narrative therapy with a woman in her late 70 s: 
Paying attention to language as therapist
This oral case report focused on a woman who reported experiencing 
low mood and health concerns about her weight. These had been 
issues for her for some time. She described having experienced a 
number of episodes of low mood. She had seen her GP on a number of 
occasions to help with her low mood and weight, and a number of 
treatment avenues had been explored. I had met with her and her 
husband (who joined us for the end part of sessions when he was 
available) for 14 sessions of Narrative therapy. For the purpose of the 
oral case report I focused on the language that we use. When 
searching for alternative stories to challenge the dominant ones a key 
element facilitating ownership of the new emerging stories is to use the 
clients own language. Within the presentation I focused on this element 
and the challenges when learning a new skill set for a different model. 
The clip presented demonstrated using the client’s language to start to 
develop an alternative story. My learning and development as a clinical 
psychologist was explored throughout the presentation.
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Case Report 5 -  Child and Adolescent Mental Health
An extended assessment of an eleven year old boy presenting with
behavioural difficulties in class, with the school querying 
difficulties associated with Asperger's syndrome
The reader is taken through the process of an extended assessment of 
a boy aged 11 who was referred to the CAMHS team due to behavioural 
difficulties within the classroom. The school raised a query about 
whether he has difficulties associated with Asperger’s syndrome/autistic 
spectrum disorder (ASD). The following are covered - the referral; the 
initial assessment with an initial formulation and working hypotheses; 
the rationale to make an extended assessment; the extended 
assessment process; the reformulation and finally to the conclusions 
and recommendations. Concluding with critical reflections.
Sam had been seen twice before by a primary CAMHS worker, the 
intervention had seemed successful and it was felt an extended 
assessment would tease out Sam’s difficulties and needs. The 
extended assessment was comprised of a number of sources including: 
the referral letter, interviews with both Sam and his mother (covering his 
developmental history). Autistic Spectrum Screening Questionnaire 
(ASSQ) completed by his mother and the school, three professionals 
meetings, psychometric assessment of language and abilities, review of 
CAMHS case notes and discussion with the school’s Inclusion Co­
ordinator. Sam had struggled to adjust to changes in his environment 
and the school has not been aware of the adjustments they had made 
intuitively for him. The conclusion of the assessment was support given 
to the school to help their thinking become transparent and Sam to be 
seen by a psychiatrist in the team for appropriateness for an ASD 
diagnosis.
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Abstract
This is an evaluation of Mindfulness Based Cognitive Therapy (MOOT) 
in a local PCMHT. The group comprised of seven participates, age 
ranged from 34 to 57, who completed three pre and post standardised 
psychometric tools measuring symptomology. They also completed a 
post group mixed method questionnaire. The pre and post measure 
were analysed using related t-tests. Although there were observable 
reductions in reported symptomology only one of these changes was 
statistically significant at the 0.05 level. The quantitative data produced 
from the mixed method questionnaire was depicted as descriptive 
statistics. The group members reported practicing the homework tasks 
with a range of average practises from 2.80 to 5.40 times per week. 
The descriptive statistics also showed that there was a range of 
responses for how helpful the elements of the group were from not so 
helpful to very helpful, with the most common responses being quite 
helpful or very helpful. Overall the group members reported that they 
felt positively about most elements of the group. The qualitative data 
from the group members’ responses to the questionnaire was analysed 
using thematic analysis, producing three themes: benefit of the group 
experience; benefits personally gained; and difficulties with doing the 
homework and also not finding the homework helpful. The first two can 
be seen as positive reflections on the group process and the latter can 
been seen as constructive feedback about the level of homework being 
too much. An implication for future groups is that the service could 
consider the level of homework set.
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Introduction -  Rationale
A local PCMHT planned to implement and evaluate a new group. The 
setting up of this group was due the service’s commitment to patient 
choice and was aimed at reducing the waiting list. The group proposed 
was Mindfulness Based Cognitive Therapy (MBCT). “Mindfulness 
means paying attention in particular way: on purpose, in the present 
moment, and non-judgementally” (Kabat-Zinn, 1994, p.4; cited in Segal 
et al., 2002). Mindfulness is a psychotherapeutic intervention that has 
become increasing popular over the last twenty years, been adapted for 
a variety of difficulties, including depression, anxiety, OCD and 
psychosis, and integrated into a number of specific models (Fairfax, 
2008). MBCT is one of these specific models integrating Eastern 
mindfulness meditation with cognitive therapy.
MBCT is seen as a cost effective way of delivering an intervention to a 
larger number of people than individual therapy would allow (Segal at 
a!., 2002). Consequently, MBCT has been adapted so it can be a group 
and class based course. Initially MBCT was designed to prevent 
relapse or recurrence of major depression. Previous research indicated 
that MBCT can significantly reduce the risk of relapse/recurrence of 
depression for those patients who have experienced three or more 
previous depressive episodes (Teasdale et a!., 2000). Other research 
indicated that it is possible to establish a mindful relationship with 
psychotic experiences, which was linked with improved general clinical 
functioning (Chadwick et a!., 2005). Furthermore, there is evidence that 
MBCT, as a treatment for OCD, can be used to complement Cognitive 
Behavioural Therapy and Exposure and Response Prevention (ER-P), 
increasing their efficacy, and perhaps preventing relapse (Fairfax,
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2008). Overall there has been evidence that MBCT can be a useful 
intervention for a number of mental health difficulties.
Setting
As MBCT is at a relatively early stage of use as a therapeutic method 
there was real scope for the PCMHT to deliver a new therapeutic group, 
evaluate it and use any findings to enable service development. This 
was the first time MBCT had been delivered as part of the day services 
offered by the PCMHT. ‘Real life’ constraints, such as limited resources 
meant that the most cost effective way to run the group was for the 
participants to have a range of diagnoses. Within this service it was not 
possible to run separate homogenous groups for each condition as this 
could mean that they would be run infrequently.
A range of therapy groups are delivered by the PCMHT and the MBCT 
group was not a fundamental change to the standard service being 
delivered but an addition to the day care services. However, the type of 
the MBCT group is new and aimed at offering clients an experience 
providing useful knowledge and skills.
The group took place in a community setting at the PCMHT base. It ran 
for eight weeks from mid January 2009 to mid March 2009 (with one 
week break for half-term). Referrals came from the PCMHT, following 
an initial referral from the GP all clients were triaged by a member of the 
PCMHT (often a CPN). After triage if the team member considered the 
individual required secondary care, would benefit and met the 
requirements for the group, the client would be discussed at a team 
meeting. If the team felt the individual was appropriate for the group 
they were placed on the waiting list. Prior to the group starting each
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person on the list is assessed by a Clinical Psychologist to ensure they 
fully met the inclusion criteria for the group.
A Clinical Psychologist and an Occupational Therapist facilitated the 
sessions.
Content of Group
The content of the group followed the group programme set out by 
Segal et al. (2002), as follows:
Session one: Automatic Pilot
Session two: Dealing with Barriers
Session three: Mindfulness of the Breath
Session four: Staying present
Session five: Allowing/Letting be
Session six: Thoughts are not facts
Session seven: How can I best take care of myself?
Session eight: Using what has been learnt to deal with future moods
Objectives
• To see if there was any change in symptomology of the 
participants following participation in the MBCT group, by 
measuring the symptom levels of depression, anxiety and stress 
present before and after the group, using pre and post 
standardised psychometric tools.
• To gain service user feedback/evaluation of the group process 
using a post group mixed design questionnaire, providing 
qualitative data and information to qualify the findings.
• To provide feedback to the service.
100
SRRP: An evaluation of a community based heterogeneous mindfulness-based
cognitive therapy group.
Method
Design
The service evaluation used a non-experimental mixed methods design. 
Participants
Following triage each case was discussed at the PCMHT meeting and 
the group referral is made. Participants for the group were selected 
based upon the following inclusion and exclusion criteria:
Inclusion criteria:
• Adults 18-65
• Diagnosis of either OCD, Anxiety or Depression, or a combination 
of these that met the DSM-IV-TR criteria for these difficulties
• Able to currently utilise a psychological approach (as assessed 
by the Clinical Psychologist)
Exclusion criteria:
• Individuals with a diagnosis of psychosis
Data sources
Data was generated from the 7 group members.
• Data was completely anonymous
• No identifying features were included on the current report
• Although it is not possible to ensure that no damage or distress 
was caused by the data collection process all participants were 
fully supported throughout the process and ethical issues were 
considered in the design
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Measures
The evaluation of the impact of the group on their symptomology was 
achieved by administering pre and post standardised psychometric 
measures. The participants were also given a mixed method 
questionnaire (see Appendix A) assessing their impression of the group 
at the end of the eight sessions. In the previous studies there were a 
number of pre and post measures used that were accessible and the 
minimal time and cost of administering them meant it was possible to 
use these measures to evaluate this current group. The following 
measures were used:
Depression Anxiety Stress Scales (DASS) -  (Lovibond & Lovibond, 
1995) the 42-item self-report measure made up of three scales related 
to symptoms of depression, anxiety and stress. The DASS has been 
designed to measure the negative emotional states of depression, 
anxiety and stress (Lovibond & Lovibond, 1995). The DASS has been 
shown to have high internal consistency and to yield meaningful 
discriminations in a variety of settings (Lovibond & Lovibond, 1995). It 
has been found to have acceptable reliability for the depression, anxiety 
and stress scales (.91, .84 and .90, respectively) using Cronbach’s 
alpha (Lovibond & Lovibond, 1995).
Beck Depression Inventory (BDI) -  (Beck et al., 1979) a widely used 21- 
item self-report measure of severity of depressive symptoms, baseline 
assessment. The BDI covers affective, cognitive, motivational, 
behavioural, and biological symptoms of depression and yields scores 
ranging from 0 to 63. The BDI has acceptable psychometric properties 
that have been reviewed elsewhere (see Rabkin & Klien, 1987). BDI 
has a high internal consistency of 0.92 and test retest correlation of 0.93 
(Beck ef a/., 1996).
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Beck Anxiety Inventory (BAI) -  (Beck et a/., 1988) a widely used 21- 
question multiple-choice self-report inventory used for measuring the 
severity of an individual's symptoms of anxiety. The BAI provides 
discrimination between depression and anxiety (Beck et ai, 1988). The 
BAI has high internal consistency of 0.92 and test re-test reliability of 
0.75 (Beck & Steer, 1990).
The members of the group were given the mixed method questionnaire 
at the end of the eight sessions. It asked them about their experience of 
the group and how often they completed the homework set every week. 
This consisted of 22 statements on 5-point Likert scale, with a series of 
open ended questions and contained a table to record the amount of 
homework practice they had managed, noted by how many times per 
week 1 to 6 times.
Procedure
All participants were provided with a set of the psychometric measures 
before they attended the first session. They were asked to bring the 
completed psychometric questionnaires to the first session, which all of 
them did. On completion of the eight sessions the participants were 
provided with a set of the psychometric measures and a copy of the 
questionnaire (see Appendix A). They completed both the psychometric 
measures and the questionnaire at the end of the last session and 
handed them in before they left. The group members were reassured 
that all the data would be anonymised.
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Results
Symptomology
Related t-tests were carried out on the pre and post means, see Table 1 
below for the results.
Table 1: Showing the pre and post means, t values and 2-tailed 
significance for the five scales measuring symptomology
Scale Pre Mean Post Mean t Sig. (2- 
tailed)
DASS Anxiety 12.71 9.29 1.297 .242
DASS
Depression
18.14 14.14 1.764 .128
DASS Stress 16.29 12.29 2.407 .053
BDI 23.14 17.14 1.935 .101
BAI 13.57 15.57 -.816 .445
Although there was an observable reduction in four of the five symptom 
scales only one of these changes could be seen as statistically 
significant, the DASS Stress scale with Sig. (2-tailed) of .053, 
significance level 0.05. The BAI sale was the only scale with an 
observable increase in reported symptomology. However, all changes 
other than on DASS Stress were not statistically significant. Overall 
there is only one change that can be considered statistically significant.
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Service user feedback
Usefulness of the different elements o f the group
Table 2: Showing the range and the modal response for the tasks
Task Range of responses Modal response
Raisin task Not —> Very Not/Quite
Guided body scan Unhelpful Quite Quite
3-minute breathing space Quite Very Very
Everyday tasks Undecided Very QuiteA/ery
Mindful seeing tasks Undecided -^Very Quite
Stretch and breath Quite Very Quite
10-minute sitting meditation Undecided Very Undecided
20-minute sitting meditation Undecided Very Undecided
30-minute silence Unhelpful Very Undecided
Pleasant events calendar Not —> Very Undecided/Quite A/ery
Unpleasant events calendar Not Very Quite
Staying with your thoughts Not Quite Quite
Challenging your thoughts Undecided Quite Very
Increasing ‘up activities’ Undecided Very Very
Being non-judgemental Quite Very Quite
Facilitators presentation style Not Very Quite
Key
Unhelpful = Unhelpful 
Not = Not so helpful 
Undecided = Undecided 
Quite = Quite helpful 
Very = Very helpful
Table 2 shows that overall the group members reported that they found 
most elements of the group quite helpful or very helpful. Overall this
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indicates a positive response about the group’s content. On the Raisin 
task the group members reported a mixed response. For the 10-minute 
sitting meditation, 20-minute sitting meditation and the 30-minute silence 
the group members gave a neutral response. Whilst for the pleasant 
events calendar the responses evenly ranged from neutral to positive.
Number of Times Tasks Completed Per Week 
Table 3: Showing the average times the group members practised the 
homework tasks and the range of times the homework tasks were 
practised per week
Task Average Range per week
Guided body scan 3.28 1-6
3-minute breathing space 3.43 3-6
Everyday tasks 5.17 3-6
Pleasant events calendar 4.80 3-6
Unpleasant events calendar 3.67 2-6
Mindful daily activity 4.83 4 -6
Mindful yoga 3.00 2-6
Stretch and breath 3.17 2-6
Guided sitting meditation 3.16 1-6
30-minutes silence 2.80 1-6
Staying with your thoughts 5.40 5-6
Challenging you thoughts 5.20 4-6
Increasing ‘up activities’ 5.40 4 -6
Overall Table 3 shows that the group members reported a range of 
times practised per week for all the activities. With the average time a 
task was practised ranging from 2.80 times per week to 5.40 times.
Thematic Analysis
Overall the group members reported on a sliding scale that they felt they 
had benefited from the group (five group members gave a positive 
response -  on the ‘Very much’ positive end of the scale, one neutral in 
the centre of the scale and one negative -  on the ‘Not at all’).
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Using the thematic analysis methodology set out by Braun and Clarke 
(2006) the qualitative data was analysed in the following way: the 
responses to the open-ended questions were coded into categories and 
then the main themes were drawn from these. There were three main 
themes: benefit of the group experience; benefits personally gained; and 
difficulties with doing the homework and also not finding the homework 
helpful. The themes and the data that supports the themes are shown 
in Table 4 on the next page.
Table 4: Results of thematic analysis showing the three themes
Theme: 
Group experience
Theme: 
Personal gains
Theme: 
Difficulties with 
homework/what should 
be different
Reminded me that 1 am 
not alone/unique in 
having challenges that 
affect my wellness
Has helped me step back and 
face problems/difficulties with 
a clear and concise way.
(How did you find the 
home work?) Too much to 
do -  especially the long 
mediation
Opportunity to step back 
and watch rather than 
being part of (it)
Awareness of “circling 
thoughts” and negative 
thinking -  habitual patterns
Reduce homework
The group have made me 
feel that 1 am not alone in 
these problems
1 was able to practise what 1 
had learnt in the group and 
build a routine of doing the 
meditation
Less homework
Good to meet others in 
same situation - more 
reflective and aware
I’ve been able to control (if 
this is possible) my thoughts
Reduce the intense 
amount of homework
Listening to other peoples 
experiences
(The homework was) too 
complicated and long
Meeting other people with 
difficulties
Too much (homework) felt 
overwhelming
The group was very 
friendly it felt safe and 
comfortable place to 
speak out on difficult 
subjects
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Discussion
Although there was a positive trend in symptom reduction, only one 
facet of this was statistically significant and it is useful to consider why 
this may be. Should we be evaluating our services based only on 
statistically significant measures or should we be looking at the clinical 
significance? Statistical significance tells us little about the efficacy of a 
psychotherapeutic method and does not allow us to measure the extent 
to which a therapy group has moved someone outside of the range of 
the dysfunctional population or to the range of the functional population, 
this has been described as clinical significance (Jacobson et a/., 1984: 
cited in Jacobson & Truax, 1991). The majority of the group reported 
that they found the group beneficial and they found the homework tasks 
quite helpful or very helpful, which implies that they felt that they had 
gained from the group although this does not appear to have been 
reflected in statistically significant changes in symptomology.
When considering the qualitative element of the evaluation three themes 
emerged. Two of these indicate positive reflections on the group 
process and personal gains and the last theme can be taken as 
constructive feedback about one element, namely the level of homework 
(which was regard by the participants as too much). This feedback 
gave a real insight into the service users’ experience of the group and 
will enable the service to consider how the next group could be 
improved in light of the constructive feedback provided by group 
members.
A clinical observation made was that when visually comparing the data 
there appeared to be evidence that those who had practised the most 
had reported gaining most from the group. This was also true when 
comparing what the group members reported in the group, which was
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that those who were able to follow the homework set appeared to report 
they were finding the group more beneficial that those who reported 
struggling to find the time to complete the homework tasks. 
Furthermore, when looking at the data the group member that had the 
greatest reduction in symptomology had completed the most 
consistently high level of homework. It appears to be the case that 
those who were able to practice the skills more frequently were those 
that then reported having gained the most from the group. This is an 
important message for future groups.
Limitations
• The results are based on one group meaning they cannot be 
generalised.
• The layout of the questionnaire was such that one of the 
questions was not consistently answered
• Not all the questions were answered
• Within the limitations of this current evaluation it was not possible 
to also compare the level of homework completed with how 
people experienced the group. Given the clinical observation 
(noted above) this may be an important factor to consider when 
running future groups
• As there was no long term follow up this study was not able to 
look at prevention of relapse where other studies have shown 
MBCT to be effective
• The mixed method questionnaire was completed within group 
time/space and this may have led to a positive bias.
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Recommendations
• Consider whether the service should run the group at point form 
discharge of services when the participants are ‘well enough’ at 
group commencement
Service-related implications:
• This information could be used to shape future groups and 
consider how to spend funds in the future
• The group may be run again and any data about the experience 
of the group members from this evaluation could inform how the 
group is run in the future
• The results suggest that the group may be better suited to those 
people who are more fully recovered.
Feedback to the service
At the time of writing, arrangements have been made to present the 
findings to a team meeting on the 14^  ^August 2009. The report will be 
made available to the staff team.
Summary
Overall the group members appear to have found it to be helpful and 
beneficial. Attendance at the group was consistent and participants 
seemed positive about the group, but did feel that the expected level of 
homework was too much.
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MBCT Evaluation
Thank you for completing this evaluation of your group. Your comments 
and feedback will be used wherever possible to improve the groups we 
run in the future. It is important that you are honest and your answers 
are anonymous for this reason.
The following questions are about the level of therapeutic benefit you 
received from the group.
Overall, did you benefit from the group? (Please mark the line 
somewhere between each statement)
Not at all _______________________________________________
Very much
How helpful or unhelpful did you find each of these topics? (Please tick 
the box which corresponds most closely with your assessment)
Core Elements Unhelpful Not so 
helpful
Undecided Quite
helpful
Very
helpful
Raisin task
Guided Body scan
3-minute breathing
Mindfulness seeing task
Mindfulness hearing task
Stretch and Breath
Sitting meditation
Mindful yoga
Breathing space
10-minute sitting meditation
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20-minute sitting meditation
30 silence
Pleasant events calendar
Unpleasant events calendar
Using 3-minute breathing 
space
Action plan:
1) Staying with your 
thoughts
2) Challenging your 
thoughts
3) Increasing ‘up activities’
Additional Information Unhelpful Not so 
helpful
Undecided Quite
helpful
Very
helpful
Being non-judg mental
Automatic pilot
Dealing with Barriers
Facilitators presentation 
style
In what way(s) do you think you have benefited from the group?
Which aspect of the group did you find most helpful?
What aspect of the group did you find least helpful?
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How did you get on with the home based tasks (we would like to see 
how easy/difficult it was to follow the programme)? (Please tick the box 
which corresponds most closely with your experience of doing the 
homework on the weeks that it was set)
Home based 
task
1/7
per
week
2/7
per
week
3/7
per
week
4/7
per
week
5/7
per
week
6/7
per
week
Guided Body 
scan
3-minute
breathing
Every day tasks
Action plan:
1) Staying with 
your thoughts
2) Challenging 
your thoughts
3) Increasing 
‘up activities’
Did you find the home based tasks helpful? YES/ NO
Why did you find them helpful/unhelpful?
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What helped you to do the home based tasks?
What did not help you to do the home based tasks?
Were there areas you think the group should have covered but did not?
What would you change about the group?
Would you make any practical changes to the way in which we run the 
group, eg time, place, ambience, number of people, intensity over the 
eight weeks, handouts.................................
Any other comments?
Thank you for completing this form
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Appendix B - Related t-test
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Paired Samples Statistics
Mean N Std. Deviation Std. Error Mean
Pair 1 DASS anxiety pre 12.71 7 12.500 4.724
DASS anxiety post 9.29 7 6.651 2.514
Pair 2 DASS depression pre 18.14 7 10.976 4.149
DASS depression post 14.14 7 9.873 3.732
Pair 3 DASS stress pre 16.29 7 11.041 4.173
DASS stress post 12.29 7 6.824 2.579
Pair 4 BDI pre 23.14 7 11.922 4.506
BDI post 17.14 7 11.894 4.496
Pairs BAI pre 13.57 7 11.282 4.264
BAI post 15.57 7 7.613 2.877
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Appendix C -  Tables of descriptive statistics for the different 
elements of the group programme
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Raisin task
Frequency Percent Valid Percent
Cumulative
Percent
Valid not so helpful 2 28.6 33.3 33.3
Undecided 1 14.3 16.7 50.0
quite helpful 2 28.6 33.3 83.3
very helpful 1 14.3 16.7 100.0
Total 6 85.7 100.0
Missing System 1 14.3
Total 7 100.0
Guided body scan
Frequency Percent Valid Percent
Cumulative
Percent
Valid Unhelpful 1 14.3 16.7 16.7
not so helpful 1 14.3 16.7 33.3
quite helpful 4 57.1 66.7 100.0
Total 6 85.7 100.0
Missing System 1 14.3
Total 7 100.0
3-minute breathing space
Frequency Percent Valid Percent
Cumulative
Percent
Valid quite helpful 3 42.9 42.9 42.9
very helpful 4 57.1 57.1 100.0
Total 7 100.0 100.0
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Everyday tasks
Frequency Percent Valid Percent
Cumulative
Percent
Valid undecided 1 14.3 14.3 14.3
quite helpful 3 42.9 42.9 57.1
very helpful 3 42.9 42.9 100.0
Total 7 100.0 100.0
Mindfulness seeing tasks
Frequency Percent Valid Percent
Cumulative
Percent
Valid undecided 1 14.3 16.7 16.7
quite helpful 3 42.9 50.0 66.7
very helpful 2 28.6 33.3 100.0
Total 6 85.7 100.0
Missing System 1 14.3
Total 7 100.0
Stretch and Breath
Frequency Percent Valid Percent
Cumulative
Percent
Valid quite helpful 4 57.1 57.1 57.1
very helpful 3 42.9 42.9 100.0
Total 7 100.0 100.0
126
SRRP: An evaluation of a community based heterogeneous mindfulness-based
cognitive therapy group.
10-minute sitting meditation
Frequency Percent Valid Percent
Cumulative
Percent
Valid Undecided 3 42.9 50.0 50.0
quite helpful 1 14.3 16.7 66.7
very helpful 2 28.6 33.3 100.0
Total 6 85.7 100.0
Missing System 1 14.3
Total 7 100.0
20-minute sitting meditation
Frequency Percent Valid Percent
Cumulative
Percent
Valid Undecided 3 42.9 50.0 50.0
quite helpful 2 28.6 33.3 83.3
very helpful 1 14.3 16.7 100.0
Total 6 85.7 100.0
Missing System 1 14.3
Total 7 100.0
30-minute silence
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Frequency Percent Valid Percent
Cumulative
Percent
Valid unhelpful 1 14.3 16.7 16.7
not so helpful 1 14.3 16.7 33.3
undecided 2 28.6 33.3 66.7
quite helpful 1 14.3 16.7 83.3
very helpful 1 14.3 16.7 100.0
Total 6 85.7 100.0
Missing System 1 14.3
Total 7 100.0
Pleasant events calendar
Frequency Percent Valid Percent
Cumulative
Percent
Valid not so helpful 1 14.3 14.3 14.3
undecided 2 28.6 28.6 42.9
quite helpful 2 28.6 28.6 71.4
very helpful 2 28.6 28.6 100.0
Total 7 100.0 100.0
Unpleasant events calendar
Frequency Percent Valid Percent
Cumulative
Percent
Valid not so helpful 1 14.3 14.3 14.3
undecided 1 14.3 14.3 28.6
quite helpful 3 42.9 42.9 71.4
very helpful 2 28.6 28.6 100.0
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Unpleasant events calendar
Frequency Percent Valid Percent
Cumulative
Percent
Valid not so helpful 1 14.3 14.3 14.3
undecided 1 14.3 14.3 28.6
quite helpful 3 42.9 42.9 71.4
very helpful 2 28.6 28.6 100.0
Total 7 100.0 100.0
Staying with your thoughts
Frequency Percent Valid Percent
Cumulative
Percent
Valid not so helpful 1 14.3 16.7 16.7
Undecided 1 14.3 16.7 33.3
quite helpful 4 57.1 66.7 100.0
Total 6 85.7 100.0
Missing System 1 14.3
Total 7 100.0
Challenging your thoughts
Frequency Percent Valid Percent
Cumulative
Percent
Valid undecided 1 14.3 14.3 14.3
quite helpful 2 28.6 28.6 42.9
very helpful 4 57.1 57.1 100.0
Total 7 100.0 100.0
Increasing 'up activities'
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Frequency Percent Valid Percent
Cumulative
Percent
Valid undecided 2 28.6 28.6 28.6
quite helpful 1 14.3 14.3 42.9
very helpful 4 57.1 57.1 100.0
Total 7 100.0 100.0
Being non-judgemental
Frequency Percent Valid Percent
Cumulative
Percent
Valid quite helpful 4 57.1 57.1 57.1
very helpful 3 42.9 42.9 100.0
Total 7 100.0 100.0
Facilitators presentation style
Frequency Percent Valid Percent
Cumulative
Percent
Valid not so helpful 1 14.3 14.3 14.3
quite helpful 3 42.9 42.9 57.1
very helpful 3 42.9 42.9 100.0
Total 7 100.0 100.0
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Appendix D -  Number of times per week participants practiced 
homework tasks
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Guided Body Scan
Frequency Percent Valid Percent
Cumulative
Percent
Valid Once per week 2 286 2&6 2&6
Three times per week 3 42.9 429 7T4
Six times per week 2 2&6 286 10&0
Total 7 100 0 1000
3-Minute Body Scan
Frequency Percent Valid Percent
Cumulative
Percent
Valid Three times per week 2 2&6 286 2&6
Four times per week 1 14.3 14.3 42.9
Five times per week 1 142 14.3 521
Six times per week 3 429 429 1002
Total 7 100 0 100.0
Every Day Tasks
Frequency Percent Valid Percent
Cumulative
Percent
Valid Three times per week 1 14.3 16.7 127
Five times per week 2 2S6 323 520
Six times per week 3 42.9 50.0 1002
Total 6 85 7 1002
Missing System 1 143
Total 7 100.0
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Pleasant Events Calendar
Frequency Percent Valid Percent
Cumulative
Percent
Valid Three times per week 1 14.3 20.0 20.0
Four times per week 1 14.3 20.0 40.0
Five times per week 1 14.3 20.0 60.0
Six times per week 2 28.6 40.0 100.0
Total 5 71.4 100.0
Missing System 2 28.6
Total 7 100.0
Unpleasant Events
Cumulative
Frequency Percent Valid Percent Percent
Valid Twice per week 1 14.3 16.7 16.7
Three times per 
week
2 28.6 33.3 50.0
Four times per week 2 28.6 33.3 83.3
Six times per week 1 14.3 16.7 100.0
Total 6 85.7 100.0
Missing System 1 14.3
Total 7 100.0
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Mindful daily activity
Frequency Percent Valid Percent
Cumulative
Percent
Valid Four times per week 3 42.9 50.0 50.0
Five times per week 1 14.3 16.7 66.7
Six times per week 2 28.6 33.3 100.0
Total 6 85.7 100.0
Missing System 1 14.3
Total 7 100.0
Mindful yoga
Frequency Percent Valid Percent
Cumulative
Percent
Valid Twice per week 3 42.9 60.0 60.0
Three times per week 1 14.3 20.0 80.0
Six times per week 1 14.3 20.0 100.0
Total 5 71.4 100.0
Missing System 2 28.6
Total 7 100.0
135
SRRP: An evaluation of a community based heterogeneous mindfulness-based
cognitive therapy group.
Stretch and breath
Frequency Percent Valid Percent
Cumulati
ve
Percent
Valid Twice per week 3 42.9 50.0 50.0
Three times per week 1 14.3 16.7 66.7
Four times per week 1 14.3 16.7 83.3
Six times per week 1 14.3 16.7 100.0
Total 6 85.7 100.0
Missing System 1 14.3
Total 7 100.0
Guided sitting meditation
Frequency Percent Valid Percent
Cumulative
Percent
Valid Once per week 2 28.6 33.3 33.3
Twice per week 1 14.3 16.7 50.0
Four times per week 1 14.3 16.7 66.7
Five times per week 1 14.3 16.7 83.3
Six times per week 1 14.3 16.7 100.0
Total 6 85.7 100.0
Missing System 1 14.3
Total 7 100.0
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30-minutes silence
Frequency Percent Valid Percent
Cumulative
Percent
Valid Once per week 1 14.3 20.0 20.0
Twice per week 2 28.6 40.0 60.0
Three times per week 1 14.3 20.0 80.0
Six times per week 1 14.3 20.0 100.0
Total 5 71.4 100.0
Missing System 2 28.6
Total 7 100.0
Staying with your thoughts
Frequency Percent Valid Percent
Cumulative
Percent
Valid Five times per week 3 42.9 60.0 60.0
Six times per week 2 28.6 40.0 100.0
Total 5 71.4 100.0
Missing System 2 28.6
Total 7 100.0
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Challenging your thoughts
Frequency Percent Valid Percent
Cumulative
Percent
Valid Four times per week 1 14.3 20.0 20.0
Five times per week 2 28.6 40.0 60.0
Six times per week 2 28.6 40.0 100.0
Total 5 71.4 100.0
Missing System 2 28.6
Total 7 100.0
Increasing up activities'
Frequency Percent Valid Percent
Cumulative
Percent
Valid Four times per week 1 14.3 20.0 20.0
Five times per week 1 14.3 20.0 40.0
Six times per week 3 42.9 60.0 100.0
Total 5 71.4 100.0
Missing System 2 28.6
Total 7 100.0
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: SRRP presentation proof
Tara Daniels [Tara.Dani0 ls@sabp.nhs.uk]
Sent: 15 March 2011 13:02
To: Edwards PB Ms (PG/R - Psvchoioqv)
This is to confirm that Blossom Edwards presented her SRRP to our team on 
14‘  ^August 2009.
Yours sincerely,
Dr Tara Daniels
Principal Clinical Psychologist
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Research log check list
Research log check list
1 Formulating and testing hypotheses and research questions y
2 Carrying out a structured literature search using information technology 
and
literature search tools
y
3 Critically reviewing relevant literature and evaluating research methods y
4 Formulating specific research questions y
5 Writing brief research proposals y
6 Writing detailed research proposals/protocols y
7 Considering issues related to ethical practice in research, including 
issues of
diversity, and structuring plans accordingly
y
8 Obtaining approval from a research ethics committee y
9 Obtaining appropriate supervision for research y
10 Obtaining appropriate collaboration for research y
11 Collecting data from research participants y
12 Choosing appropriate design for research questions y
13 Writing patient information and consent forms y
14 Devising and administering questionnaires y
15 Negotiating access to study participants in applied NHS settings y
16 Setting up a data file y
17 Conducting statistical data analysis using SPSS y
18 Choosing appropriate statistical analyses y
19 Preparing quantitative data for analysis y
20 Choosing appropriate quantitative data analysis y
21 Summarising results in figures and tables y
22 Conducting semi-structured interviews y
23 Transcribing and analysing interview data using qualitative methods y
24 Choosing appropriate qualitative analyses y
25 Interpreting results from quantitative and qualitative data analysis y
26 Presenting research findings in a variety of contexts y
27 Producing a written report on a research project y
28 Defending own research decisions and analyses
29 Submitting research reports for publication in peer-reviewed journals or edited 
book
y
30 Applying research findings to clinical practice y
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Executive summary of Qualitative Project
In recent years there has been a marked increase in recognition of 
the value of clinical psychologists in the National Health Service 
(NHS). Unlike other health professions clinical psychologists require 
specialist supervision to maintain the quality of their work and to 
ensure they maintain a solid evidence based practice throughout 
their career. The government paper, New Ways of Working 
emphasizes the importance of the supervisory role in this discipline; 
however, in reality there appear to be few opportunities and unclear 
guidelines for psychologists in their journey to becoming supervisors. 
This project aims to explore what has been offered to 3^  ^ year 
trainees on the University of Surrey Doctoral programme in Clinical 
Psychology, with a view to provide useful recommendations to 
academic staff. Six, 3rd year trainee clinical psychologist were invited 
to take part in a focus group. The data was analysed using qualitative 
methods to capture group experiences in an informal setting. A group 
approach was applied to analyse the data following strict guidelines 
to ensure credibility of the findings. Two broad themes emerged 
namely Learning from Placement and Lack of Formal Training which 
highlighted a shared view that firstly, most trainees at present only 
obtain experiential skills on supervising during their placements and 
secondly they receive very little formal teaching at the university. 
Thus it was concluded that doctoral training in clinical psychology 
may need to reconsider ways of integrating these skills more formally 
in order to prepare trainees to confront this role with confidence.
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Abstract
Title: Do dysphoric students have an enhanced theory of mind? 
Oblective: Recent theories of depression have suggested that Theory 
of Mind may play a contributing role in the condition. The aim of the 
current study was to investigate the possible association between 
dysphoria and theory of mind (ToM).
Design: A quantitative cross sectional questionnaire-based
correlational design was used.
Setting: A university in the south east of England.
Participants: Undergraduate students currently studying at the 
university.
Measures: The demographics were measured using a non-standard 
questionnaire developed by the researcher, the questionnaire 
enquired about gender, age, ethnicity and education level attained. 
Dysphoria was measured by the PHQ-9 which scores each of the 9 
DSM-IV criteria. Anxiety was measured by the Mood and Anxiety 
Symptoms Questionnaire-D30 (MASQ-D30) which is comprised of 
thirty questions. The Mill Hill Vocabulary Scale (MH) was used to 
measure the participants Intelligent Quotient (IQ). A more robust 
assessment was attempted by using three Theory of Mind (ToM) 
measures, namely Reading the Mind in the Eyes Test (RME), 
Strange Stories Test (SS) and the reduced Faux-Pas Test (FPT). 
Results:
The findings of this study are that dysphoric students do not perform 
significantly differently to their non-dysphoric counterparts, for 
accuracy on ToM measures, for time taken on the RME and for 
valence.
Conclusions:
The current findings are suggestive of different sub-groups being 
found within depression.
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Introduction
Whilst we will all experience low mood as a reaction to difficult life 
events, such as the death of a loved one or failing an important 
assignment, individuals experiencing depression have a low mood 
that persists over time causing disruption and impairment to 
functioning (Gotlib & Hammen, 1996). Depression is a common and 
debilitating problem (Lopez et al., 2006; Ratigan, 1997). 
Researchers have proposed a broad range of theories explaining 
depression (e.g. Abraham, 1988; Beck et al., 1979; Beck & Alford, 
2009; Coyne, 1985; Freud, 2001; Lewinsohn et al., 1979). There are 
emerging contradictory theories hypothesising (a) vulnerability to 
depression is “associated with” poor Theory of Mind (ToM) (e.g. 
Zobel, 2010) (b) that a feature of dysphoria is having an enhanced 
theory of mind (Harkness et al., 2005). The current study seeks to 
further explore dysphoria and ToM abilities by partially replicating 
and extending an existing study, by Harkness et al. (2005). Initially 
the concepts and theories of depression and ToM will be outlined. 
Secondly, consideration of the application of a ToM framework to 
explore depression will be discussed to clarify the focus of this 
project.
Depression
What is Depression®?
On first considering the concept of depression it seems appropriate 
to start with the diagnostic criteria. Current National Institute of 
Clinical Excellence (NICE) guidelines use the Diagnostic and 
Statistical Manual of Mental Disorders 4**^  Edition (DSM-IV; American 
Psychiatric Association (APA), 2000) criteria for definition and
® The term depression can also be used to describe bipolar, which features both 
low and high periods of mood. However, throughout this study depression will refer 
to unipolar depression unless otherwise stated.
155
MRP: Do dysphoric students have an enhanced theory of mind?
diagnosis (NICE, 2010)®. Recent NICE guidelines set out the ‘sub­
threshold depressive symptoms’, falling below the criteria for major 
depression, and require at least one key symptom of depression 
being present but with insufficient presence of other symptoms 
and/or insufficient functional impact to meet the full diagnostic criteria 
(NICE, 2010). The DSM-IV depression diagnostic criteria for a major 
depressive episode are at least five symptoms of depression (listed 
below) present for at least two weeks and one must be either 
depressed mood or loss of interest/pleasure (APA, 2000). Aside 
from low mood and lack of pleasure/interest there is no one symptom 
reported that necessitates a diagnosis of depression according to the 
DSM-IV criteria (APA, 2000). The nine symptoms are:
1. Depressed mood
2. Diminished interest or pleasure in all, or almost all activities, 
most of the day, nearly everyday
3. Significant weight loss or gain when not dieting (more than 5 
percent of weight in a month) or decrease in appetite
4. Insomnia or hypersomnia nearly every day
5. Psychomotor agitation or retardation nearly every day
6. Fatigue and/or loss of energy
7. Feelings of worthlessness or excessive or inappropriate guilt
8. Diminished ability to think/concentrate
9. Recurrent thoughts of death (not just a fear of dying), 
recurrent suicidal ideation without a specific plan, or a suicide 
attempt or specific plan for committing suicide.
(APA, 2000, p.356 & p.375).
The earlier NICE guidelines used the ICD-10 -  see Appendix A - ICD-10  
classification of depression.
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The DSM-IV divides depression into four sub-categories (APA, 
2000):
• Sub-threshold depressive symptoms, which requires fewer 
than 5 symptoms of depression being present.
• Mild depression where few, if any, symptoms of depression in 
excess of the 5 required to meet the diagnostic criteria are 
present, and symptoms result in only minor functional 
impairment.
• Moderate depression being defined as when the symptoms of 
depression present, or the impact of the functional impairment, 
are between ‘mild’ and ‘severe’.
• Severe depression being when most symptoms of depression 
are present, and the symptoms markedly interfere with 
functioning. Severe depression can occur with or without 
psychotic symptoms.
Definition of dysphoria
Dysphoria can be defined as a state of unease or generalised 
dissatisfaction with life, which is the opposite of euphoria (Oxford 
Dictionaries, 2011). Dysphoria is generally used to refer to low 
mood, which may be with or without the presence of other symptoms 
of depression. Dysphoria includes individuals reporting symptoms 
associated with mild to moderate depression over the last two weeks 
and those who are experiencing more severe symptomology. Within 
this study dysphoria is used to describe those experiencing, self- 
reported, symptoms of depression that would meet the diagnostic 
criteria but who may not have a formal diagnosis of depression.
Prevalence of depression
Prevalence rates within UK urban areas at a single point in time are
found to be between 12.8% and 17.1% (Ayuso-Mateos et al., 2001).
The relatively high prevalence rates for UK populations are indicative
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of the need for research to understand the factors associated with 
depression. Variations in prevalence rates may reflect different 
criteria being used for “depression categories”.
Age of onset (first episode of depression)
Vulnerability and predictive factors of depression are different for 
each individual, which can lead to differing ages for onset of a 
depressive episode (Gotlib & Hammen, 1996). Beck’s (2009) 
systematic review of depression research summarised that the 
average age on onset varied considerably suggesting definitive 
conclusions could not be drawn.
Gender differences
Research within the general population found differences between 
the prevalence rates of depression for males and females (Nolen- 
Hoeksema & Hilt, 2009). Females generally report higher 
prevalence, incidence and morbidity risk throughout the life cycle 
from puberty, persisting into adult life (Piccinelli & Wilkinson, 2000). 
Research within the general population in England, Wales and 
Scotland showed the small differences found in prevalence rates for 
symptoms of depression between adult men and women (16 to 74 
years old), were not statistically significant (Singleton et al., 2001). 
Additionally, Beck (2009) found that several studies have not found 
any gender differences between college students (18-24 years-old). 
Findings about gender differences are mixed suggesting it is not 
possible to draw definitive conclusions. The findings that match the 
sample for this study indicate there is not a statistically significant 
difference in prevalence rates for males and females.
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Features associated with depression 
Individual
The nature of depression is idiosyncratic so it is hard to generalise 
how an individual experiences an episode. However, there are clear 
themes that individuals report when experiencing depression. The 
cognitive behavioural model (Beck, 2008) theorises that there are 
four areas depressed individuals report as experiencing change in, 
and these are seen as characterising depression; feelings (sadness, 
dejection, lack of pleasure, guilt), physical well-being (loss of 
appetite, excessive tiredness, difficulty sleeping), cognition (hopeless 
thoughts about the future, beliefs about low self-worth) and behaviour 
(social withdrawal, excessive sleeping, over/under eating). Within 
cognitive therapy these different aspects of depression are seen as 
mutually reinforcing, thus once started, a depressive episode can be 
easily maintained.
The numerous possible combinations of the symptoms listed above 
means some depressed individuals find social interactions less 
rewarding (Nezlek et al., 2000). A common theme for some people 
diagnosed with major depression is having more disrupted social 
networks than non-depressed individuals, they also report reducing 
their number of social contacts (i.e. withdrawing from social life) (e.g. 
Rippere, 1980; Billings & Moos, 1984; Gotlib & Lee, 1989). Whilst 
there are some common themes, the complex presentation of 
depression varies between individuals and can even fluctuate over 
time (Schwartz & Schwartz, 1993). Thus the subjective experience 
of depression and its impact is different for different people.
Family
As with other mental health difficulties, there can be associated
economic and emotional costs to families. Depression has been
theorised as having a pervasive impact on multiple aspects of family
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life (Sholevar & Schwoeri, 2003). There can be financial costs 
associated with depression borne by families, e.g. an individual with 
depression may have to leave employment or take part-time/lower 
paid work (House of Lords (HoL), 2007). Furthermore, other 
members of the family may become the carer with the emotional, 
practical and health impacts for carers being potentially substantial 
(Layard et al., 2006; HoL, 2007; Marshall & Harper-Jaques, 2008). 
Research has shown depression to be more prevalent within lower 
income groups (Beck & Alford, 2009; HoL, 2007). Researchers 
stipulate that policy and practice makers need to consider the largely 
hidden financial impact on individuals and families experiencing 
mental health difficulties (HoL, 2007). Individuals experiencing 
depression, and their families, are often within fairly marginalised 
groups and not paying attention to their needs could potentially serve 
to exacerbate their social exclusion (HoL, 2007).
Economic
Economic costs associated with depression, within the UK, are 
considered to be a significant burden to individuals, their families, the 
healthcare system (re: cost of medication and professionals’ time) 
and the wider economy, through loss of productivity at work (Layard 
et al., 2006; NICE, 2010). Research has shown that within the UK, 
during 2007-8, depression cost the NHS over £200m: cost of GP 
consultations £33m, cost of anti-depressants drugs £264.5m and 
hospital treatment for depression £218m (Savage, 2009). The 
financial economic cost alone indicates a need to undertake research 
to reduce the economic burden.
Risk factors, relapse and ohronlcity
Research has found one common predictive factor for future 
depressive episodes is having one prior episode (Gotlib & Hammen,
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1996). A recent systematic review, of 25 relevant primary studies, 
examining the risk factors for chronic depression (where the medium 
duration is 20 years) identified three: family history of mood 
disorders, younger age at onset, and longer duration of depressive 
episode (Holzel et al., 2011). Empirical research into relapse 
indicated, following a first episode of depression, about half of all 
cases would experience relapse (Kupfer, 1991; cited in NICE, 2010). 
Findings show that subsequent to the second and third episodes of 
depression, the risk of further relapse rises to 70% and 90%, 
respectively (Kupfer, 1991; cited in NICE, 2010). More recent 
findings appear to concur with past research, the cumulative 
probability of the recurrence of depression, in a US population, being 
41% at 1 year after the first episode of depression, 59% at year 2, 
and 74% at 5 years, demonstrating that nearly three out of four cases 
will relapse within 5 years of their initial episode (Solomon et al., 
2000).
Theories of depression
Outlined below are the theories pertinent to this study, which have 
formed the basis of much of the research background into 
depression. Included are biological and genetic, cognitive and 
behavioural.
Biologicai and genetic theories
Theories have been developed proposing that depressed individuals 
have a biological or genetic predisposition to low mood (Plante, 
2011). As stated above, research has shown that an individual is two 
to three times more likely to have symptoms of depression if they 
have a relative with depression (Levinson, 2006; APA, 2000), which 
some interpret as suggesting a possible genetic link. Studies with 
twins have added support for the genetic influence of development of 
depression (Sullivan et al., 2000). However, these theories do not
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fully account for all episodes of depression (e.g. if no other family 
member has experienced depression) but does indicate that for 
some genetics may be a vulnerability factor. For example, having a 
depressed mother has been found to be a risk factor for child 
psychopathology (Goodman, 2007). A criticism of this genetic 
explanation is this could be a result of learnt behaviour i.e. children 
nurtured by a depressed parent are more likely express symptoms of 
depression.
Cognitive and Behavioural Theories
Cognitive theories of depression were developed during the 1950s 
and 1960s. Early theorists proposed that depressed individuals have 
negatively biased thinking patterns about themselves and others 
(Beck et al., 1979). The cognitive model of depression identifies 
negative patterns of thinking, where “a systematic cognitive bias in 
information processing leads to selective attention for negative 
aspects of experiences, negative interpretations, and blocking of 
positive events and memories” (Beck, 2008, p.2). These negative 
biases, including selective abstraction, over generalisation and 
negative self-attributions, were seen to develop in reaction to an 
environmental context where they were useful for survival (Beck & 
Alford, 2009). Beck’s (2008) theory suggested that the skewed 
information processing system not only led to the negative 
interpretation of reality but also to other symptoms of depression, 
such as loss of motivation, sadness, hopelessness and regressive 
behaviours like social withdrawal and inactivity. These symptoms 
are then also negatively evaluated, resulting in depressed individuals 
having a continuous negative feedback loop whereby interpretations 
and attentional biases are negatively skewed with the subjective and 
behavioural symptoms reinforcing each other (Beck, 2008). The 
evidence for behavioural theories has been explored and critiqued, 
with findings suggesting that there is little evidence to support the
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causal theory for depression (Haaga et al., 1991). More recent 
analyses of the model propose that the cognitive aspect of 
depression is better seen as part of a depressive episode rather than 
the cause of it (Beck & Alford, 2009).
Behavioural theories were developed during the late 1970s into the 
1980s, they suggested that disengaging from rewarding activities, 
such as social interactions, results in loss of pleasure and 
achievement from these experiences and, in turn, this reduces 
reward-seeking behaviour (Rippere, 1980). Lewinsohn et al. (1979) 
proposed a classic behavioural model of depression stipulating that 
depression could be the result of a stressor, which disrupts normal 
behaviour patterns and, in turn, causes a low rate of responses that 
are reliant on positive reinforcement. Thus if an individual is unable 
to change this negative balance of reinforcement a negative 
feedback loop can occur where family members inadvertently 
reinforce depressed behaviours, which effectively creates “learned 
helplessness” (Beck & Alford, 2009). Additionally, the negative 
balance can lead to a heightened state of self-awareness, which may 
lead to self-criticism and, in turn, behavioural withdrawal (Lewinsohn 
et al., 1985). The evidence base for this theory was initially derived 
from work with animals within the framework of learning theory (e.g. 
Skinner’s (1953) operant conditioning). Critically, by not extending 
this experimental work to humans the work was limited. These 
earlier theories were later developed (Zeiss et al., 1979) into a 
“reinforcement deprivation psychopathology” model which suggested 
“that negative affect and behavioural reductions seen in depression 
are produced by losses of, reductions in or chronically low levels of 
response-contingent positive reinforcement” (Manos et al., 2010, p. 
548).
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A critical approach to behavioural theory could argue that low mood 
was due to decreased social contact, thus taking a more relational or 
systemic perspective of depression. A recent critical review 
exploring the efficacy of the behavioural techniques, behavioural 
activation, concluded that despite the large volume of research on 
the treatment approach there has, to date, been limited research 
examining either the psychopathology model or the model of 
mechanism of change for the behavioural activation technique 
(Manos etal., 2010).
Changes in theorising about depression have seen the combining of 
cognitive and behavioural theories producing the cognitive- 
behavioural approach (Beck et al., 1979). Theorising about 
depression is continuing to develop with recent converging of the 
psychodynamic approach and the cognitive-behavioural approach 
(Luyten etal., 2005).
Summary of theories of depression
Whilst there are a number of theories that attempt to explain 
depression they do not appear to fully account for all factors that 
contribute to the associated difficulties. Critically they do not account 
fully for why people report having social difficulties, nor have 
conclusions about the mechanisms that contribute to people 
becoming depressed. The theories pertinent to this study show how 
we may have a genetic vulnerability to depression, how people’s 
thinking may account for depression, how behaviour could contribute 
to depression, and how the dynamics of our relationships may 
contribute to depression. However, there are elements that appear 
unexplored, such as what are the possible mechanisms explaining 
why, or how, factors linked with relationships may contribute to 
depressive episodes.
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Exploring the association between social functioning difficulties and 
deficits in theory of mind (ToM) would further the development of our 
theoretical understanding of depression. We have evidence 
indicating that depressed people have a lower level of social 
functioning (APA, 2000) and the reduction in social functioning may 
be explained by deficits in our ability to understand the minds of 
others. When suffering depression difficulty with understanding, or 
misinterpreting, the minds of others might explain, at least to some 
extent, the tendency to withdraw from relationships. Hence any 
research or theorising that explores the possible links between 
depression and ToM abilities could inform treatments for depression.
Theory of mind 
Defining theory of mind
Theory of mind (ToM) as a concept has developed over the past 30 
years with one of the fastest growing bodies of empirical evidence 
(Leudar et al., 2004). Origins of the ToM framework are rooted in 
philosophical cognitivism (Leudar & Costall, 2011). The term “Theory 
of Mind” was first used within psychology in the late 70s by Premack 
(1976) and Premack and Woodruff (1978) who defined it as the 
ability to attribute mental states to ourselves and others. It has been 
suggested that “the central tenet of the theory is that people act in 
light of their beliefs, in order to achieve their desires” (Astington et al., 
2002, p. 132). Within developmental psychology ToM has been used 
to explain aspects of our development of social cognition (Perner & 
Wimmer, 1985). It has also been applied to help understand 
difficulties such as autism and Asperger’s syndrome (Baron-Cohen et 
al., 1985; Baron-Cohen etal., 2001), schizophrenia (Bell et al., 2010; 
Brune, 2003; Brune, 2005; Frith & Concoran, 1996) and bipolar 
disorder (Kerr etal., 2003; Olley etal., 2005).
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Theory of mind has been described as a powerful mental tool used 
when we draw together facts and infer others’ mental states from 
those facts (Frith, 1992b). The basic premise of ToM is that 
understanding other people’s motivations for their actions involves 
bridging a gap between observed ‘behaviour’ and hidden mental 
states by means of having a ‘theory’ linking the two (Leudar et al., 
2004). The ToM framework supposes that we invoke ‘mental states’ 
to help ‘predict’ and ‘explain’ the behaviour of others (Leudar et al., 
2004; Premack & Woodruff, 1978). These ‘mental states’ are 
theoretical entities, not outwardly observable and must be inferred 
from the behaviours of others and the context in which these 
behaviours take place (Leudar et al., 2004; Premack & Woodruff, 
1978). Fonagy and Target (1997) suggest that the ability to 
represent behaviour, both our own and others, in terms of mental 
states (to have ToM abilities) is a key determinant of self­
organisation which is acquired in the context of the child’s early 
social relationships.
Theory of mind has been conceptualised as comprising at least two 
separate processes or components, 1) Decoding: using immediate 
information we determine (or decode) others’ mental states, 2) 
Reasoning: we can reason about others’ mental states to predict or 
explain others’ behaviours (Baron-Cohen et al., 2001; Harkness et 
al., 2010; Sabbagh, 2004). The latter, mental state reasoning, 
requires us to reason in a deductive way that uses additional 
information or knowledge about the person and the context to infer 
others’ mental states (Harkness et al., 2010).
A number of measures^® have been developed to test the ToM 
construct; they are based upon the decoding and reasoning aspects
See Appendix C -  Table of Theory of Mind Measures.
166
MRP: Do dysphoric students have an enhanced theory of mind?
of ToM abilities. Researchers have developed a number of different 
techniques or tools to explore an individual’s ToM abilities (e.g. 
Baron-Cohen et al., 2001; Happé, 1994; Inoue etal., 2004; White et 
al., 2009). These tests were initially developed to explore ToM deficit 
for children with Autistic Spectrum Disorder (ASD) (e.g. Wimmer & 
Perner, 1983). These measures, initially developed for children, 
have often been adapted for adults with the limitation they may not 
be sensitive enough to explore subtle cognitive dysfunction.
One of the most commonly used ways of assessing ToM abilities 
uses measures that assess an individual’s abilities to identify first and 
second order false beliefs (Inoue et al., 2004; Inoue et al., 2006). A 
false belief is an explicit representation of the mind of others being 
different to our own, so one can correctly identify that another person 
will believe something you know to be false and they will act 
according to their “false-belief (Inoue etal., 2004; Inoue etal., 2006). 
An example of the measures used to assess ToM using a false-belief 
is the Sally-Ann task''\
Second order false-belief tasks extend this concept by adding 
whether or not an individual can correctly attribute a false-belief of 
another about a belief (Artar, 2007). Second order false-beliefs can 
be situationally tested using vignettes where the first person 
surreptitiously sees the second person move an object and the first 
person now knows the correct location of where the object is hidden 
although it has been moved. The reader will use ToM abilities to 
correctly identify that the first person will know where an object has 
been moved to, and will also know that the second person will not 
know that first person has seen the move and will expect the first 
person to act upon their false-belief and look for the object in the
See Appendix D -  Sally-Ann task.
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original hiding place. When the reader answers first and second 
order questions about the vignette it assesses higher level ToM 
abilities i.e. understanding the false-belief of another about a belief 
(Inoue ef a/., 2004; Inoue ef a/., 2006).
Other ToM measures have been designed to establish an individual's 
abilities to recognise the subtle social faux pas (Stone et al., 1998). 
A faux-pas is a comment or statement, said inadvertently causing an 
awkward situation and can have a negative impact on another 
(Pinsker & McFarland, 2010). For an individual to understand a faux- 
pas researchers hypothesise that both decoding and reasoning 
aspects of ToM must be employed to understand that the awkward 
comment has been said and caused another person to feel 
uncomfortable. Thus a test for faux-pas detection is a measure of an 
individual’s ability to identify when a situation involves this type of 
social situation and requires them to decode and reason the mental 
states of people in vignettes.
Contributions of theoretical perspectives to the ToM construct 
Theoretical positions of Theory of Mind
Some argue that the concept of ToM is now presented within the 
literature as “fact” and incontrovertible, resulting in theoretical 
underpinning not being fully expressed or explored leading to limited 
theorising about the concept (Leuder & Costall, 2011). This study’s 
literature search produced limited literature covering the theoretical 
basis of ToM which appears to reflect this argument. Seemingly 
researchers have tended to focus on the acquisition of ToM abilities, 
i.e. when we can interpret the minds of other, rather than the 
mechanisms that underlie our ToM abilities. The most 
comprehensive and pertinent areas, that have contributed to our 
understanding of the ToM construct, that need to be considered for
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the current study are in the developmental psychology, 
psychodynamic fields and cognitive psychology. The latter appears 
to be the more pertinent for the current study as it makes clear 
assertions about how negative interpretations of other peoples’ 
minds (ToM abilities) can impact on our mood. Whilst the theories 
attempting to explain ToM are limited researchers have used 
empirical evidence to hypothesise about ToM acquisition and to 
contribute to theoretical perspectives of ToM.
Theory of mind and Mentalisation
Before moving onto the differing theoretical positions of ToM it is 
worth considering the concept of mentalisation. Mentalisation has 
been described as enabling a child to “read” other people’s minds 
which helps children to make sense of other people’s actions and 
behaviour by making it predicable and meaningful (Fonagy et al. 
2007). A number of researchers use the terms ToM and 
mentalisation interchangeably as they are seen, by some, to be 
synonymous (Fonagy & Target, 1997; Frith & Frith, 1999; Frith & 
Frith, 2006; Kanba et al., 2010). It can be argued that conceptually 
mentalisation has the advantage of drawing attention to the 
processes involved rather than the more reified notion of ToM 
(Murphy & Brown, 2007). Research uses the term mentalisation, 
drawing on psychodynamic ideas, as an active function aiding the 
forming of intimate relationships, including self-reflection and an 
interpersonal component, which enables individuals to self-organise 
and regulate affect (Fonagy et al. 2007). The two terms have come 
from different literature bases, namely psychodynamic and ASD, but 
are being used to describe the same aspect of human functioning. It 
could be argued that mentalisation has been applied more to adult 
functioning and has been extended to link in with emotion regulation. 
Whilst the current study is a partial replication of a ToM study and will 
focus on ToM literature it seems important, where relevant, to draw
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upon the literature about mentalisation as these concepts are 
considered to be closely linked, if not the same.
Developmental psychology
The ToM framework has strong roots in developmental psychology 
(Sabbagh, 2004). A key attribute of ToM is the ability to understand 
the intentions of others and this has been used to help explain 
aspects of the development of social cognition (Perner & Wimmer, 
1985). Here elaboration and growth of the child’s ToM “are seen as 
the result of theory building as the child reviews and reorganises his 
or her existing theory in order to account for new “evidence” in the 
environment” (Ensink & Mayes, 2010, p.304). Empirical evidence 
has shown that across cultures people begin to develop ToM abilities 
during early childhood, from around 18-months-old (Frith & Frith, 
2003; Sodian et al., 2007; Wellman et al., 2001). The results of a 
large meta-analysis indicate that ToM abilities develop universally 
across cultures (Liu et al. 2008).
Acquisition of ToM skills has attracted much research which has 
attempted to plot the development of the different aspects of the 
abilities. Wellman (1992) stipulated that between the ages of two 
and four children begin to develop ToM abilities and by the age of 
four children have a developed concept about minds that is accurate, 
organised and differentiated enough to be termed a theory. 
Research has shown that by 5-years-old 90% of typical children can 
understand first-order false-beliefs (Baron-Cohen etal., 1985; Perner 
et al., 1987). Between 6-7-years-old typical children are found to 
develop second-order representations or meta-representations 
(Baron-Choen et al., 2000; Perner & Wimmer 1985). Liddle and 
Nettle’s (2006) research demonstrated that older children can 
perform better than chance on third-order tasks and at chance level 
on fourth-order tasks suggesting that ToM abilities continue to
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develop throughout childhood. They hypothesised that development 
is likely to continue into adolescence and adulthood. Prior to this last 
study higher order tasks for children had not been tested (Liddle & 
Nettle, 2006). Although more recent studies have started to explore 
ToM development beyond early childhood, the developmental 
constructs of ToM would benefit from further research with 
adolescent and adult populations to develop a comprehensive 
understanding of the acquisition of ToM skills. Developmental 
psychology sought to explain the acquisition of ToM abilities as a 
way of theorising about social interactions and how we understand 
others actions when we gain these skills.
Psychodynamic perspective on theory of mind/mentalisation
From the psychodynamic perspective a major question about human 
development is how we acquire ToM abilities in terms of how we 
come to understand the feelings and intentions of others (Ensink & 
Mayes, 2010). The last two decades has seen a growing body of 
evidence for an association between the quality of attachment 
relationship and ToM. An example of this was the theorising of 
reflective function (i.e. the developmental acquisition facilitating 
“reading other people’s minds”) between the parent and the child 
which has been reviewed and interpreted in the context of the current 
models of theory of mind development (Fonagy & Target, 1997). 
Part of this growing body of research has been exploring the 
biological evidence for ToM/mentalisation from a psychodynamic 
perspective (Frith & Frith, 1999; Frith & Frith, 2006).
Cognitive psychology
During the 1970’s and 1980’s new thinking in the cognitive field saw 
a renewed interest in children’s social cognition with the application 
of Piaget’s ideas on cognition to social phenomena (Chandler & 
Boyes, 1982; cited in Flavell, 1988). It has been argued that whilst
171
MRP: Do dysphoric students have an enhanced theory of mind?
there appeared to have been an initial interest in ToM within the 
cognitive psychology field it was not developed into a full theoretical 
model for ToM abilities (Leudar & Costall, 2011). Whilst cognitive 
psychology lacks a full theoretical model researchers and authors 
attempted to explain the acquisition of ToM abilities by drawing on 
theories of cognitive development, such as Piaget’s theories 
proposing that cognition was organised by underlying cognitive 
structures (Wellman, 1992). Thus, theorising in cognitive psychology 
draws upon cognitive development and the biological evidence for 
ToM (outlined below) by hypothesizing that the frontal areas of the 
brain indicated as being involved in ToM abilities are associated with 
executive functioning (Rowe et a/., 2001), thereby attempting to 
explain the possible cognitive mechanisms involved in ToM. When 
considering possible links with the cognitive model of depression it 
would seem that having depressive cognitions containing errors or 
distortions in the interpretations (or misinterpretations) of an 
individual’s experience could be associated with difficulties in ToM 
abilities.
Biological evidence of theory of mind
Neuro-imaging research exploring the pathophysiology of mood 
disorders indicated that the pre-frontal cortex may play an important 
role in ToM skills (i.e. Bench et al. 1993; Bench et al., 1995; 
Mayberg, 1997). Also the orbitofrontal cortex, superior temporal 
gyrus, amygdale and pre-frontal cortex were all found to have been 
activated when ToM abilities were used (for examples see Baron- 
Cohen et al., 2000; Brothers, 1990; Brothers, 2002; Brune, 2001; 
Dunbar, 1998; Fletcher ef a/., 1995; Sabbagh, 2004). Thus, research 
indicated that there a number of areas of the brain associated with 
ToM abilities, in that that they are seen to be activated when 
undertaking ToM tasks. The areas of the brain found to be activated
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when using ToM abilities have been collectively described as the 
“social brain” (Brothers, 1990; Dunbar, 1998; Inoue et al., 2004; 
Perner & Wimmer, 1985), which appears to blur the developmental 
theories perspective with the biological explanations of ToM. A 
critical perspective needs to be taken with biological evidence, for 
example Fletcher et al., (1995) undertook an investigation into ToM 
abilities which required the participants to recall aspects of vignettes 
without the vignette present. Arguably this would not just require the 
ToM ability areas of the brain to be activated but also memory parts 
of the brain. This suggests that these investigations may not be able 
to solely target the areas of the brain associated with ToM abilities.
Impact of a deficit in Theory of Mind (ToM)
As stated above the areas of the brain associated with ToM abilities 
have been called the “social brain” because they appear to facilitate 
skilful social interactions. Hence, theoretically, poor ToM might be 
expected to have a negative impact on our social skills. There is 
growing research evidence that appears to show deficits in ToM 
abilities for individuals experiencing mental health difficulties, such as 
psychosis (Frith, 1992a; Sprong et al., 2007), bipolar disorder (Bora 
etal., 2005) and depression (Lee etal., 2005).
Ermer et al. (2006) described how people have numerous social 
exchanges, which can be seen as a form of co-operation for mutual 
benefit, involving strategic social interaction and requiring ToM 
inferences about the context of other individuals’ mental states 
especially their intentions, desires, and goals. Their description 
demonstrates the subtle nuances of our ToM abilities. Thus having 
ToM abilities enables individuals to understand others actions and 
behaviours and engage in successful social interactions (Ermer et 
al., 2006). It is worth noting that ToM abilities are not an all or 
nothing skill but rather a range of abilities or a continuum, therefore it
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may be that our ToM abilities can vary over time, i.e. our 
performance may be better at times, at others worse or vice versa 
and may continue to fluctuate.
In everyday life having a deficit in ToM, put simply, means an 
individual will struggle with social interactions and social 
communication. They will tend to miss out on the subtle social 
messages that seem to require inference based upon the theoretical 
framework of the mental states of others. Such difficulties are clearly 
seen in individuals who have an Autistic Spectrum Disorder (ASD) 
diagnosis. Some seventy years ago links were first proposed 
between the profound developmental disorder, now termed ASD, and 
poor communication and difficulties with social interaction (Kanner, 
1943; Asperger, 1944). These findings were developed and it is the 
case that individuals with an ASD diagnosis commonly have poor 
ToM abilities (Baron-Cohen etal., 1985; Tager-Flusberg, 2007).
Depression and Theory of Mind
Depressed people commonly report having difficulties with social 
interaction and ToM skills are associated with social interactions, so 
it is possible that when depressed our ToM abilities may be affected. 
Or it is possible that poor social interactions associated with 
depression could partly be explained by deficit in ToM abilities. It is, 
therefore, evident that research to explore depression using a ToM 
framework is required. Thus there may be a tendency to misread 
other people’s minds or assume wrongly what people are thinking 
based upon limited information could be associated with difficulties in 
our ToM abilities making it possible to hypothesise that people with 
depression will show ToM deficits.
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Previous Research on Depression and Theory of Mind
Given the possible association between depression and ToM abilities 
there has to date been surprisingly limited research exploring 
depression using the ToM framework (Wolkenstein et al., 2011). The 
literature search for this study found eleven''^ studies exploring mood 
disorders and ToM (or mentalisation) (Harkness et al., 2005; 
Harkness et al., 2010; Inoue et al. 2004; Inoue et al., 2006; Kanba et 
al., 2010; Kettle et al., 2008; Lee et al., 2005; Uekermann et al., 
2008; Wang et al., 2008; Wolkenstein et al., 2011; Zobel et al., 
2010). Ail but one (namely Harkness et al., 2005) of these studies 
compared clinical samples against non-clinical controls, or compared 
university students with a previous episode of depression with 
students with no history of depression, or followed up patients during 
remission for major depressive episodes. These studies are outlined 
below, with Harkness et al. (2005) being considered last as this 
current study seeks to replicate and extend it:
1. Inoue et al. (2004) conducted a study comparing 50 patients with 
remitted depression (who met the criteria for mood disorders of 
DSM-IV; 34 with unipolar depression and 16 with bipolar) with 50 
matched healthy controls. All patients had been in remission for 
more than one month (17 had one episode of depression and 33 
had recurrent episodes), all were on medication. IQ was 
estimated using the Wechsler Adult Intelligence Scale-Revised 
(WAIS-R; Wechsler, 1981) with all participants having an IQ of 
79+. The ToM measure was produced by Martin Brune (2003), 
using cartoons from 19*^  century German caricaturist, Wilhelm 
Busch, and alongside four questions 1) first-order false belief, 2) 
second-order false belief, 3) tactical deception, 4) reality 
question. Four pictures were presented with a verbal description
Ten of these were journal articles and one was a chapter in a book.
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of each picture with participants being asked to put the four 
pictures in the correct order followed by the questions. Patients 
in symptomatic mood remission were found to have lower 
second-order false belief abilities than the matched controls. 
They concluded ToM impairment suggested a decline in skilful 
social relationships. These findings are limited by the method of 
only one unvalidated ToM measure, and not including a cognitive 
assessment to assess any ToM deficits in relation to possible 
cognitive difficulties. Additionally, they had relatively small 
numbers which may have resulted in low power for some of the 
calculations.
2. Lee et al. (2005) compared the ToM abilities of women, 52 with 
unipolar clinical depression against 30 non-depressed controls. 
All participants completed self-report depression (Hamilton 
Rating Scale for Depression; HRSD; Hamilton, 1960) and anxiety 
(Mood and Anxiety Symptoms Questionnaire; MASQ; Clark & 
Watson, 1991) measures. Participants’ ToM abilities were 
measured by the Reading the Mind in the Eyes test (RME) 
(Baron-Cohen et al., 2001), the 36 pictures of the eye region for 
faces from halfway up the bridge of the nose to just above the 
eyebrows were presented on a laptop alongside the four 
descriptive adjectives from which to select the target response. 
They found that depressed women performed significantly worse 
on the RME task and this difference remained after controlling for 
anxiety. They also found that this difference was stronger for the 
affective symptoms of depression than the somatic. The 
limitations of this study were that it only had one ToM measure, 
their sample size was small, resulting in low power for some of 
the statistical analysis and only female participants meant it was 
a relatively homogeneous sample of depressed people.
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3. Inoue et al. (2006) undertook an evaluation of the ToM abilities of 
50 patients (males (/?= 28) and females {n= 22)), by following 
them for one year and observing their outcome, during remission 
from a major depressive episode (meeting the DSM-IV criteria; 
APA, 2000). All participants had an IQ over 80. ToM abilities 
were measured in the same way as Inoue et al. (2004). After the 
year patients who had been found to have a ToM deficit on 
second-order false beliefs at the start of the observation period 
were found to be significantly more likely to relapse than the 
patients who did not have this deficit. This was a follow up study 
to Inoue et al. (2004) with similar limitations, namely one 
unvalidated ToM measure, relatively small numbers with no 
assessment of time taken, anxiety or IQ.
4. Kettle et al. (2008) compared ToM abilities between outpatients 
with a first-episode of schizophrenia {n = 13), with three control 
groups 1) non-psychotic major depressed outpatients {n = 14), 2) 
general community {n = 16), 3) undergraduate university 
students (n = 27). Participants’ ToM abilities were measured by 
the RME (described above). Participants were also given the 
structural clinical interview for DSM-IV axis 1 disorders (First et 
al., 2001), the brief psychiatric rating scale (BPRS) the expanded 
version (Lukoff et al., 1986), the scale for the assessment of 
negative symptoms (SANS) (Andreasen, 1982) and the centre 
for epidemiological studies depression scale (CESD) (Radloff, 
1977). They found that the schizophrenic group were 
significantly impaired on the ToM tasks when compared with the 
general community and students, but this was not seen with the 
depressed group. However, the depressed group were 
unexpectedly not significantly impaired compared with the 
community group but were when compared with the student 
group. The student group exhibited superior ToM abilities
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relative to the other three groups. This study had a limited focus 
on first episode schizophrenia and control groups, also they only 
used one ToM measure, had a small sample size with no 
processing speed, anxiety or IQ assessment.
5. Uekermann et al. (2008) explored executive function, mentalising 
and humour with 27 in-patients with a diagnosis of major 
depression against 27 healthy controls (similar in age, gender, 
and IQ). Humour and ToM abilities were measured by three 
computerised tasks where stories were presented with four 
possible endings, with a following set of questions (made up of 
four humour questions rating the four possible endings to the 
story, two factual questions, three ToM/mentalising questions). 
Uekermann et al. (2008) found that the depressed patients 
showed deficits in humour processing (both affective and 
cognitive) and these related to their performance for ToM and 
executive functioning. They concluded that their findings 
indicated that depressed individuals have deficits in social 
cognition. Whilst they controlled for IQ they did not explore if it 
was a potential covariate. The study was limited by only using 
one ToM measure and they had a relatively small sample size 
which could have resulted in low power for some calculations.
6. Wang et al. (2008) investigated ToM abilities for 33 depressed 
non-psychotic inpatients, 23 psychotic inpatients and 53 healthy 
controls. They used the RME (previously described) and Faux 
pas task to assess ToM skills, the Beck Depression Inventory 
(BDI-II; Beck et al., 1996) to measure the severity of depression, 
the 18-item Brief Psychiatric Rating Scale (BPRS) and a number 
of cognitive tests (Verbal Fluency (VFT), Digit Span Test (DST) 
and the Wechsler Adult Intelligence Scale-Revised Chinese 
Version (WAIS-RC) (Gong, 1992). Wang et al., (2008) findings
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showed that both the depressed non-psychotic and the psychotic 
inpatients performed significantly worse than the healthy controls 
for the components requiring ToM social-cognitive and social- 
perception, as well as on the VFT. They concluded by 
suggesting that there may be a similar neurobiological substrate 
and mechanisms that contribute to schizophrenia and major 
depression. A strength of this study was the use of two ToM 
measures, however, it was limited by the focus on first episode 
depression and the use of limited non-ToM cognitive tasks.
7. Kanba et al. (2010) explored the ToM abilities over a year period 
between a group of 50 patients following a major depressive 
episode (either meeting the DSM-IV criteria for major depressive 
disorder (r?=34) or bipolar (n=16); APA, 1994) and 50 matched 
healthy controls. All participants had an IQ over 80. ToM 
abilities were measured in the same way as Inoue et al. (2004). 
Kanba et al., (2010) found that for the first-order false belief 
question there was no significant difference between the two 
groups, however, for the second-order false belief question 
individuals in the depressed group performed worse at a 
statistically significant level. The findings indicate that individuals 
in remission from an episode of major depression show a deficit 
in second-order beliefs. The method for this study was based 
upon Inoue et al. (2004) and has the same limitations as stated 
above. This study also suffered from relatively small sample size 
which, as stated above, can affect power.
8. Zobel et al. (2010) sought to explore ToM performance of 
chronically depressed patients (n=30) compared with healthy 
matched controls (/?=30) using two cartoon picture tests (Brûne’s 
cartoon picture story test and Werden and Elikann (WE.EL-test)) 
to measure ToM. They also undertook assessments of cognitive
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skills, due to the cognitive deficits associated with depression, 
using the digit span tests from the Wechsler Memory Scale- 
Revised (WMS-R; Wechsler et al., 2006) to clarify the relation of 
ToM to other cognitive abilities. The study’s results were that the 
chronically depressed patients were markedly impaired in all 
ToM and cognitive tasks when compared with the healthy 
controls. They concluded that chronically depressed patients 
show significant deficits in “reading” social interactions and this 
could be related to deficits in general cognitive skills. A strength 
of this study was the use of two ToM measures but it is limited by 
a relatively small sample size.
9. Wolkenstein et al. (2011) investigated ToM abilities in acutely 
depressed patients (/? = 24) (who were assessed using the SCID- 
I and all met the DSM-IV criteria for major depressive order; 
APA, 1994) compared with matched healthy controls {n = 20). 
ToM skills were assessed using the RME and Movie for the 
Assessment of Social Cognition (MASC)^^. Cognitive abilities 
were measured by a battery of tests. Their findings were that 
patients did not show impaired decoding skills on the RME 
compared with the controls but did display significantly poorer 
performance for reasoning as measured by integrating the 
contextual information about other people in the MASC. A 
strength of this study was that they used two ToM measures but 
it is limited by a relatively small sample size.
10. Harkness et al. (2010) explored the ToM abilities of 
undergraduate university students (41 with a previous episode of 
depression and 52 with no previous depression) following a 
mood induction task. Allocation was based upon a yes/no
A detailed outline of the MASC can be found in Appendix 0 .
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response to “Have you ever been diagnosed with depression?” 
The procedure was: 1) a paper-and-pencil Differential Emotional 
Scale (DES; adapted by Cacioppo et al., 1988), 2) either the 
happy or sad mood induction computerised task, 3) a ten minute 
distracter computerised task, 4) post-mood-induction DES, 5) the 
RME and Animals task, 6) a final DES, 7) BDI-II and the MASQ, 
8) using the SCID-I participants were screened to ensure they 
did not meet the subthreshold for a current episode of major 
depression. Harkness et al., (2010) found that previously 
depressed participants performed significantly better on the ToM 
task than the never depressed counterparts. Additionally, they 
found all participants performed worse on the ToM task following 
the happy mood induction, suggesting that a happy mood meant 
that social information is less accurately processed, which they 
proposed was a more adaptive approach to social situations. 
They concluded that their findings indicated that enhanced ToM 
abilities may be a specific feature of depression in remission. 
The study was limited by only using one ToM measure with a 
relatively small sample size which could have resulted in low 
power for some calculations.
11. Harkness et al. (2005) undertook a study exploring ToM and 
dysphoria with college students {n = 124^^). They used a ToM 
framework to aid understanding of the social and cognitive 
difficulties that individuals with mild to moderate depression 
(dysphoria) experience. Within the study two mood measures 
were used (BDI-II and the MASQ) with the RME to assess ToM 
skills. They undertook a number of different statistical analyses 
examining the accuracy on the RME, time taken on the RME, 
and a breakdown of the RME items by valence (positive, neutral
They did not report the n for the groups they divided the participants into.
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and negative). They found that dysphoric students performed 
significantly more accurately on the ToM task than the non­
dysphoric counterparts. Harkness et al. (2005) concluded that 
there was an increased sensitivity to the subtle social cues to 
make ToM judgements. They theorised that the enhanced 
accuracy on the RME may be due to increased time taken on it, 
but their investigation concluded that the time taken did not 
account for the increased accuracy on the RME. The exploration 
of the difference in accuracy by valence (emotional) categories 
on the RME showed that dysphoric students were more accurate 
for positive and neutral valence stimuli, but there was no 
significant difference for negative valence stimuli. Their results 
were contrary to previous findings and theories as their research 
found enhanced ToM abilities. Harkness et al. (2005) theorised 
that individuals who are mildly depressed might be 
hypersensitive to others’ emotional states which increases an 
individual’s opportunity to interpret fleeting emotional states, 
which they suggested meant dysphoric individuals had more 
accurate or enhanced interpretations of others’ emotional states. 
The study was limited by only using one ToM measure with a 
relatively small sample size, for the first part of the study, which 
could have resulted in low power for some calculations.
Critical evaluation on depression and theory of mind research
Critical evaluation of the above studies highlights the relatively small 
numbers for eight out of the eleven studies which could have resulted 
in low power for some of the calculations. However a key limitation 
of the research literature on ToM and dysphoria is that seven of the 
eleven studies only used one ToM measure, and many of these were 
unvalidated, to assess ToM abilities.
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Summary of evidence iinking ToM and depression
Seven of the studies indicated that individuals, during an episode of 
major depression or following a prior episode of depression, perform 
worse than healthy counterparts on ToM tasks. However, two 
studies indicated that dysphoric individuals have enhanced ToM 
skills (Harkness etal., 2005; Harkness etal., 2010), which appears to 
contradict the findings from the other seven studies. One study 
showed mixed findings with depressed participants performing 
equally well for ToM abilities as the matched controls, but worse 
when compared with the student group (Kettle et al., 2008). The final 
study also showed mixed findings for ToM abilities, namely that 
depressed individuals performed equally well for decoding skills 
whilst being significantly worse at reasoning skills than the controls 
(Wolkenstein et al., 2011). The contradictory findings might be 
explained by researchers employing different ToM measures across 
the studies, a reliance on a very limited number of ToM measures 
and, in some cases, the use of measures of ToM that were 
unvalidated. This study seeks to address these limitations by 
partially replicating the design used by Harkness et al. (2005) whilst 
employing a range of validated measures of ToM or reduced 
versions of ToM measures that have been validated.
Given limited research exploring the possible links with depression 
and ToM, our understanding of potential associations is at a relatively 
early stage, there is clearly a need to further explore the possible 
relationship and links. Also, the need for further research in this area 
is highlighted by the interestingly contradictory results from this small 
pool of research, with two of the eleven studies showing enhanced 
ToM abilities rather than the deficits that were seen in the other nine 
studies.
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Identifying gaps
Given the theories about ToM consisting of two aspects, decoding 
and reasoning, there is very limited research into both parts. This 
limitation is highlighted by a critique of the RME test, the only ToM 
measure used by Harkness et al. (2005), as not having the 
contextual factors that people employ when using ToM reasoning 
abilities (Johnston et al., 2008). This also suggests the need to 
undertake further research with more measures to assess ToM skills, 
particularly the reasoning part.
Harkness et al. (2005) found that dysphoric students were slower to 
respond then their non-dysphoric counterparts. This is not an 
unexpected result as impaired response times are seen, for voluntary 
responses, with higher levels of depression (Azorin et al., 1995). 
However, the longer time taken did not correspond with greater 
accuracy which Harkness et al. (2005) had hypothesised. This 
research is aimed at expanding our understanding of the possible 
association between more time being taken by depressed individuals 
and possible enhanced accuracy by considering time taken on the 
RME as a potential confounding variable.
An apparent, additional, gap in the current literature is an exploration 
of possible associations between Intelligence Quotient (IQ) and 
depression and ToM. The limited research conducted on IQ and 
depression produced mixed findings. For example lower IQ scores 
were found to be associated with a risk of developing severe 
depression (Zammit etal., 2004). However, other research produced 
a different picture for childhood into adolescence, where 8-11 year- 
olds IQ was found to be inversely associated with depressive 
symptoms, but by 13/14 years-old the association changed with 
higher IQ scores being associated with a higher risk of depressive 
symptoms being present (Glaser et al., 2011). The latter study also
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found that, at 17 years, gender differences emerged; for females the 
risk effect of higher IQ scores for depressive symptoms declined, 
whilst for males it persisted (Glaser et al., 2011). Whilst there is an 
unclear picture about the association of IQ and depression, some 
research found it was a confounding variable for depression (Zammit 
et al., 2004). Harkness et al. (2005) did not include a measure of 
general intelligence, the lack of any research addressing any 
possible association between ToM, depression and IQ requires 
addressing. Given the gap in the current literature with no past 
research studies exploring associations between IQ, depression and 
ToM abilities, this study aimed to address this gap. Consequently, 
an IQ measure was added in this study.
Rationale for the current study
The aim of this study was to replicate and extend the Harkness et al. 
(2005) study. A key limitation with their study was the reliance upon 
only one ToM measure, the RME (Baron-Cohen et al., 2001). The 
RME measure has been critiqued by Johnston et al. (2008)’’®, as not 
differentiating between posed and genuine emotion, also that 
individuals can accurately select the target word from the foil words 
without the picture stimuli being present. Johnston et al. (2008) 
proposed that we need to have complementary contextual factors for 
mental state reasoning. Hence, the proposed study extended the 
Harkness et al. (2005) study by using a range of ToM measures. In 
the second part of the study an anxiety measure was added to 
address the possibility that there could be a relationship between 
anxiety and enhanced accuracy on the RME task. This will be 
replicated in this study. Hence the current study aimed at partially
Johnson et al. (2008) presented their participants with 37 sets of four words, 
without the eye stimuli, and they found that participants identified the correct word 
over fifty percent of the time highlighting that the eyes may not be required for 
participants to correctly identify the mental state of others.
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replicating and extending the prior study by improving the 
measurement of ToM, by adding two additional measures (Strange 
Stories and Faux-Pas Test) and an IQ measure.
Objective
> Recent theories about depression have implicated a role for 
Theory of Mind. Whilst some theorists have implicated 
impoverished ToM as playing a role in depression (i.e. 
misinterpreting other peoples’ minds) other theorists have 
suggested that depression may be associated with enhanced 
ToM. Empirical findings are mixed, and the evidence for both 
theories found in the literature is mixed. The objective of the 
current study was to investigate the association between 
dysphoria and theory of mind (ToM). It adds to the previous 
literature by controlling for possible confounding variables that 
may explain the inconsistent findings in the empirical 
literature, namely processing speed, anxiety and verbal 
intelligence.
Hypotheses
These aims stated above resulted in the following hypotheses:
Hypothesis 1: University students who are mildly depressed will 
perform better on ToM tasks than non-depressed counterparts, and 
this would remain the same when controlling for anxiety, time taken 
on the RME (speed) and IQ.
Hypothesis 2: Dysphoric students will be more accurate on Positive 
and Neutral valence stimuli but just as accurate as non-dysphoric 
counterparts for Negative valence stimuli, and this would remain the 
same when controlling for anxiety, time taken on the RME (speed) 
and IQ.
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Method
Design
A quantitative cross sectional questionnaire-based correlational 
design was used.
Recruitment
Recruitment of undergraduate students currently studying at a 
university in the south east of England was undertaken via e-mail 
invitation^®. Recruitment used e-mails targeting only undergraduates 
within one university faculty. A prize draw for a £25 Amazon voucher 
was offered for participation in the research with the winner being 
selected by an external adjudicator.
Participants
A total of 211 participants started the survey, from a pool of 4841 
(4.4% response rate) on the automated e-mail list of undergraduate 
students affiliated to the targeted faculty, with 78 (37% of 211) 
dropping out. Of these over 50 participants (24% of 211) dropped 
out after either one or the other of the mood measures, leaving 133 
(63% of 211; 2.7% of the total e-mailed) undergraduate students 
completing the survey.
With one outlier removed all data analysis was based upon 132 (63% 
of 211) participants. The age range was from 18 to 58 years of age, 
giving a span of 40 years, with a mean age 21.28, standard deviation 
4.87, and mode 20.50 years. There were 109 (82% of 132) female 
participants with 23 (18%) male participants. All of the participants 
had been educated to A-level standard. The majority of participants 
were White British 102 (77.3%). The ethnic breakdown of the
See Appendix N -  E-mail invitation.
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remainder of the participants was; 20 White Other (15.2%), 2 
Chinese (1.5%), 2 White and Asian (1.5%), 1 White and Black 
Caribbean (0.75%), 1 African (0.75%), 1 Irish (0.75%), 1 Pakistani 
(0.75%), 1 Bangladeshi (0.75%), and 1 not stated (0.75%).
Sample size and power
An a priori G*power calculation was conducted to estimate the 
sample size required, which indicated that the current study required 
128 participants to reach sufficient power (Erdfelder et al., 1996). 
The calculation was based upon selecting t-tests, the difference 
between two independent groups using a p value of .05, power of 
0.80, allocation ratio assumed to be 1 with a medium effect size. 
This a priori calculation was based upon the data, statistical tests and 
effect size that Harkness et al. (2005) found. The final sample size of 
132 was adequate to meet the sample size indicated by the a priori 
power calculation.
Allocation of participants
Participants were assigned to one of two groups, either dysphoric or 
non-dysphoric based upon their scores on the Patient Health 
Questionnaire depression module (PHQ-9, Dum et al., 2008). 
Groups were defined by the cut-off scores for mild depression on the 
PHQ-9 (score of 10, Kroenke et al., 2001; NICE, 2010; Spek et al., 
2010), participants scoring 10 or more (27 people within the group; 
20%) were assigned to the dysphoric group and those scoring 9 or 
less (105 people in the group; 80%), the non-dysphoric group. 
Please see below for details of the psychometric properties of the 
PHQ-9.
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Measures^  ^
Demographics
Demographics were measured using a non-standard set of questions 
developed by the researcher to obtain information about the sample. 
The questions enquired about gender, age, ethnicity and education 
level attained^®.
Dysphoria
The original Patient Health Questionnaire (PHQ) is a diagnostic 
instrument for common mental disorders which is self-administered 
(Kroenke et al., 2001; Dum et al., 2008; Kroenke et al., 2010). The 
PHQ-9 is the depression module from the PRIME-MD and scores 
each of the 9 DSM-IV criteria: 0 (not at all) to 3 (nearly every day) 
(Kroenke et al., 2001). The 9 questions give a range of possible 
scores from a minimum of zero to a maximum of 27^ ®.
Harkness et al. (2005) used the BDI-II (Beck et al, 1996). However, 
within this study it was not possible to use the BDI-II for two reasons, 
namely permission was not granted to adapt the measure into a 
computerised version and the measure would have only been 
granted a licence with a fee per participant, which, given the numbers 
required, would have been prohibitively expensive. These two 
factors combined meant that the BDI-II was not used for the current 
project, with the PHQ-9 being deemed a suitable replacement. A 
comparative study of the PHQ-9 and the BDI-II found both tools to be 
good psychometric measures of depression, with reliabilities of
All of these measures were used with either the permission of the authors or, in 
the case of the Mill Hill Vocabulary Scale by purchasing a licence and by paying for 
each usage of the measure. See Appendix G -  Permissions to use measures and 
licence.
See Appendix O -  Screen shots of the survey.
See Appendix H -  PHQ-9 stimuli and scoring.
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Cronbach's a, of 0.91 for the PHQ-9 and 0.95 for the BDI-II, showing 
that both measures have good internal consistency (Dum et al., 
2008). The PHQ-9 has been shown to have good concurrent validity 
with the BDI-II (r = 0.67, p < 0.001, Adewuya et al., 2006) (r = 
0.84, p < .001, Dum etal., 2008), indicating high levels of association 
between the two depression inventories.
Additionally, research on the PHQ-9 in health care settings found 
evidence for the validity of it being a brief measure of depression 
(Kroenke et al., 2001). Kroenke et al. (2001) stipulated that the 
PHQ-9 is a valid (using >10 as the outpoint (criterion validity: 
sensitivity 0.88 and specificity 0.88)) and reliable (internal reliability 
Cronbach a 0.86 -  0.89, test-retest reliability 0,84, self-rated vs. 
interviewer 0.84) measure of depression. In a systematic review, of 
four studies and two key papers, undertaken by Kroenke et al. (2010) 
more recent studies were cited that also found the PHQ-9 to have 
good criterion validity. Gilbody et al. (2007) reported, following a 
diagnostic meta-analysis of 17 validation studies, pooled sensitivity 
0.92 and specificity 0.80. Wittkampf et al. (2007) reported, from a 
meta-analysis of 12 studies (reporting sensitivity and specificity), 
sensitivity 0.77 and specificity 0.94.
Both the PHQ-9 and BDI-II ask about symptoms of depression 
present within the past two weeks and are linked with the DSM-IV 
criteria for depression (Spitzer et al., 1994; Dozois et al., 1998; 
Kroenke et al., 2001). Harkness et al. (2005) used a cut off of <12 to 
place participants in the non-dysphoric group and >13 to place 
participants in the dysphoric groupé®. According to Kroenke et al. 
(2001) a cut-off of 10 on the PHQ-9 correctly identifies 88% of people
The cutoff used by Harkness et al. (2005) was a slightly lower cut off than is 
typically used in clinical practice and it is unclear as to why this was the case.
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meeting DSM-IV diagnostic criteria for major depression and also 
correctly identifies 88% who do not meet the diagnostic criteria.
In summary, for the purpose of this study the participants were 
grouped using their PHQ-9 score; <9 in the non-dysphoric group and 
>10 in the dysphoric group, this cut off was considered comparable 
to the cut off of 13 or more on the BDI-II and, therefore, comparable 
with the cut off used by Harkness et al. (2005).
Anxiety
The Mood and Anxiety Symptoms Questionnaire-D30 (MASQ-D30) 
is a shortened version of the MASQ (Clark & Watson, 1991). 
Harkness et al. (2005) used it to measure anxiety and it was used for 
the same purpose in this study. The original MASQ is a 90-item self- 
report questionnaire designed to measure a tripartite model of 
depression, anxiety and general distress (Clark & Watson, 1991; 
Wardenaar et al., 2010). The tripartite model is based on the 
assumption that mood can be dissected into three components: 
bnegative affect (NA), positive affect (PA) and somatic arousal (SA) 
(Clark & Watson, 1991). Factor analysis has demonstrated that the 
reduced version of the MASQ (the MASQ-D30) fits with this 
underlying tripartite model (Wardenaar etal., 2010).
Research has shown the MASQ-D30 subscales (General Distress 
(GD), Anhedonic Depression (AD) and Anxious Arousal (AA) which 
are the same subscales as the original MASQ) have acceptable 
internal consistency, with Cronbach’s a scores ranging from 0.85 to 
0.95 and convergent validity comparable with the full MASQ, with 
each of the subscales correlating highly between the MASQ-D30 and 
the full MASQ (Wardenaar et al., 2010). The subscale inter­
correlations showed that the AA has a low correlation with the AD (r 
= 0.30) with a slightly higher correlation with GD (r = 0.57), these
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correlations support the theoretical assumption that the AA subscale 
measures a distinct construct and can be used as an independent 
scale (Wardenaar, 2011, personal communication). In line with 
Harkness et al. (2005) in this study the AA^  ^ subscale will be used to 
measure symptoms of anxiety, namely somatic hyperarousal 
(Watson et al., 1995). A participant’s score for the AA subscale was 
computed by summing the ten items that made up the subscale. 
Each item had a score from 1 to 5, giving a minimum score of 10 and 
a maximum score of 50^ .^
Intelligence
The Mill Hill Vocabulary Scale (MH) (Raven et al., 1998) is a quick 
measure of crystallised ability (Kline, 1995). There are two sets of 34 
target words with a multiple choice of six words for the participant to 
select a synonym to match the target word. The totals of the two 
sets of words are converted using Peck’s (1970) conversion tables 
from a raw score to a percentile score and subsequently to an 
Intelligence Quotient (IQ).
When identifying an appropriate IQ measure for this current study the 
MH was selected for two main reasons: ease of administration via 
the internet and the psychometric properties correlate well with other 
IQ measures (Colman, 1990; McLeod & Rubin, 1962). The Wechsler 
Adult Intelligence Scale (WAIS) is considered a gold standard for 
measuring adult intelligence (Silva, 2008). However, for the purpose 
of this study it would have required face-to-face administration and 
would have taken over an hour for each participant to be given one of 
the six measures, which was prohibitive. The MH was originally
Whilst only the AA subscale was used in both studies (Harkness et al. (2005) 
and the current study) the whole measure was given in line with the design of the 
measure. To not give the measure as a whole could affect the psychometric 
properties.
 ^See Appendix I -  Scoring of the MASQ D-30.
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published, in 1944, as a standalone part of the Raven’s Vocabulary 
Scales, which was a companion for Raven’s Progressive Matrices, 
the latter being a pen and paper test that would not easily translate to 
a computerised version thus making it unsuitable for use in this study 
(Colman, 1990). Research has shown that the relationship between 
the Full Scale WAIS and Raven Progressive Matrices percentile 
scores is sound by comparing an inspection of the scattergram 
relating scores on the two measures. Research, based on an earlier 
version of WAIS, using regression indicated that the Raven Matrices 
scores are able to predict the WAIS Full Scale within ± 10 IQ points 
73% of the time (McLeod & Rubin, 1962). The comparison with 
WAIS and Raven’s Progressive Matrices provides some evidence for 
the validity of the MH, as a correlation of 0.75 has been found 
between MH and Raven's Progressive Matrices (Colman, 1990).
Theory of Mind (ToM)
A comprehensive review of ToM measures indicated there were 
limited appropriate ones meeting the selection criteria in order to 
make assessment of ToM abilities more robust. The criteria for 
selecting the additional measures were: suitability for typical adult 
population, being adaptable into a computerised format, time 
consideration (with six measures being completed time taken to 
complete the survey was pertinent). There was a lack of published 
reviews of ToM measures thus a thorough literature review enabled 
some twenty ToM measures to be considered and inspected. Two of 
these measures were deemed to meet the criteria needed for this 
study: the Strange Stories Test (SS) and the Faux-Pas Test (FPT)^®. 
The original Harkness et al. (2005) study used the Reading the Mind 
in the Eyes Test (RME) and this study aimed to undertake a more
See Appendix C -  Table of ToM measures.
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robust assessment of ToM skills by using three measures, RME, SS
and FPT:
1) Reading the Mind in the Eyes "^ .^ “Reading the mind in the eyes” 
(RME) test consists of 36 black and white photographs of the eye 
region of faces taken from magazine photos (Baron-Cohen et a!., 
2001). Each pair of eyes was standardised to the same size and 
edited so that the eye region is visible from just above the 
eyebrow down to midway along the bridge of the nose (Baron- 
Cohen et a!., 2001). Each pair of eyes is presented to the 
participant who is required to choose between four words (the 
target and three distracter answers). The correct scores for each 
participant are added up to give the total score for the RME. The 
total score is then expressed as percentage correct for each 
participant.
On the RME measure the chance of guessing correctly is one jn 
four per trial. A Binomial Test indicated that an individual would 
need to score 13 or above to be performing significantly above 
chance (Baron-Cohen et a/., 2001). In the study that Baron- 
Cohen et ai. (2001) developed with the 36-item measure they 
concluded that this was a more sensitive measure of ToM than 
the previous 25-item measure, and was able to detect 
meaningful individual differences. Additionally, they stipulated 
that within otherwise normally intelligent adults this measure was 
useful in identifying subtle impairments in social intelligence 
(Baron-Cohen et a!., 2001). The RME's general internal
The original Eyes Task was designed to be an advanced and "pure" ToM test. 
The validity of the measure tapping into the ToM construct was assessed by 
exploring the correlation of participants performance on Happé strange stories (SS) 
(Baron-Cohen et al., 1997). The pattern was found to mirror the performance on 
the SS, thus demonstrating construct validity of the original Eyes Task (Baron- 
Cohen etal., 1997).
194
MRP: Do dysphoric students have an enhanced theory of mind?
consistency level was found to be less than optimum with 
Cronbach’s or for males and females found to be in the low 0.60s 
only (RME reliability figures were not reported elsewhere; 
Vo race k & Dressier, 2006). These RME critiques indicate the 
need to use the additional ToM measures within this study.
Harkness et al. (2005) undertook statistical analysis on the 
accuracy of all the RME items, they also classified the RME by 
three valence (or emotional) categories (positive (8), neutral (16), 
negative (12)) undertaking statistical accuracy analysis on 
valence. They considered a speed/accuracy trade off, i.e. the 
longer an individual took the more accurate they thought they 
would be. For the latter analysis they measured the time taken 
digitally, in milliseconds, to produce responses on the RME 
measure. They also included an anxiety measure to explore if 
anxiety contributed to any differences in ToM abilities. The 
current study is aimed at replicating these aspects of their 
analysis.
2) Strange Stories. The Strange Stories (SS)^ ® test is based on the 
concept of a false-belief (an explanation of false-belief was 
outlined in the introduction) and within each story an individual 
says something they do not literally mean. Happé (1994) 
developed the original set of 24 stories that contained 12 story 
types (namely; Lie, White Lie, Joke, Pretend, Misunderstanding, 
Figure of Speech, Persuade, Appearance/Reality, Sarcasm, 
Forget, Double Bluff, and Contrary Emotions), with two examples 
of each type.
See Appendix K -  Strange stories stimuli and scoring.
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The eight mental state stories used in this current study have 
been identified as the more complex and demanding stories 
which are therefore considered the most suitable for use with 
neuro-typical adults (Fletcher et al., 1995; White et al., 2009). 
These stories included: misunderstanding, double bluff,
persuasion and white lies. Stories were scored by the ‘correct 
answer score’, 2 points for a fully correct answer which includes 
identification of intention of the person in the story, 1 point for a 
partially correct answer where there is part knowledge 
demonstrated but the target intention is missing and 0 points for 
an incorrect justification (Happé, 1994; White et al., 2009). 
Following scoring of the answers the sum of the scores is 
calculated for the eight SS to give a total score with this total 
score being expressed as percentage correct for each 
participant. In line with the White et al. (2009) study, for the 
current study 20% of the answers, for the SS, were randomly 
selected to be scored by an appropriately selected inter-rater, 
this blind reliability check had degrees of concordance of 89%. 
The SS were found to highly correlate with a ToM battery of tests 
in an ASD group (r=  0.42, p < 0.001, White et al., 2009). This 
correlation between the SS and the mental state stories was 
argued as providing a construct validity check that both 
instruments are tapping into the same underlying cognitive ability 
(White et al., 2009).
An example of a story selected for the revised version with the 
scoring criteria is:
“Simon is a big liar. Simon’s brother Jim knows this, he 
knows that Simon never tells the truth! Now yesterday 
Simon stole Jim’s ping-pong paddle, and Jim knows that 
Simon has hidden it somewhere, though he can’t find it.
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He’s very cross. So he finds Simon and he says, “Where is 
my ping-pong paddle? You must have hidden it either in 
the cupboard of under your bed?” Simon tells him the 
paddle is under his bed. ”
Q: Why will Jim look in the cupboard for the paddle?
Scoring key;
2 points -  reference to Jim knowing Simon lies 
1 point -  reference to fact (that’s where it really is, Simon’s a 
big liar) or Simon hiding it without reference to implications of 
/ymg
0 points -  reference to general nonspecific information 
(because he looked everywhere else)”.
3) Faux-Pas test (FPT). A faux-pas is a comment or statement 
spoken inadvertently, is awkward and can impact negatively on 
the listener (Pinsker & McFarland, 2010). Thus the FPT is a 
measure of an individual’s ability to identify when a faux pas has 
been made. The FPT has been found to have a significant 
correlation with the 88 with a medium effect size (r = 0.36, p < 
0.001) suggesting that the two tests measure similar underlying 
cognitive phenomenon (8pek et al., 2010). Combined with the 
findings of White et al. (2009) this offers a validity check that taps 
into the same construct measured by the ToM battery. For the 
purposes of this study the reduced FPT measure, based upon the 
full measure, developed by Goh (2004) was used. Validity and 
reliability of this reduced measure could not be found in the 
extensive literature search. Goh (2004) used ten of the twenty 
original FPT stories, 6 with a faux-pas and 4 with minor conflict but 
no faux pas^ ®. An example of the stories used is:
See Appendix L -  Faux-Pas Test stimuli and scoring instructions.
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"Jeanette bought her friend, Anne, a crystal bowl for a 
wedding gift. Anne had a big wedding and there were a lot 
of presents to keep track of. About a year later, Jeanette 
was over one night at Anne's for dinner. Jeanette dropped a 
wine bottle by accident on the crystal bowl and the bowl 
shattered. "I'm really sorry. I've broken the bowl," said 
Jeanette. "Don't worry, " said Anne. "I never liked it anyway. 
Someone gave it to me for my wedding. "
1) Did anyone say something they shouldn't have said or 
something awkward? YES/NO
2) Who said something they shouldn't have said or 
something awkward?
3) Why shouldn't he/she have said it or why was it awkward?
4) Why do you think he/she said it?
5) Did Anne remember that Jeannette had given her the 
bowl?
6) How do you think Jeanette felt?
7) In the story, what did Jeanette give Anne for her wedding?
8) How did the bowl get broken?
Each of the ten stories was presented to the participants who were 
asked seven questions beginning with a question asking whether 
someone inadvertently said something awkward according to 
general social etiquette, which was the detection of a faux pas 
(Pinsker, 2011). If the participant affirmed that a faux pas had 
been made (i.e. ToM story condition where a faux pas has been 
made), they were then asked by whom, why it was awkward 
(epistemic attribution), why it was said, and a belief question (did 
they know/remember that?) (Pinsker, 2011). If the participant 
responded that no faux pas was made, they were then asked the
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same number of questions as in the ToM condition, but in relation 
to the general content of the story (Pinsker, 2011). For all of the 
stories two control questions were asked to assess memory and 
comprehension (correct responses were required for the case to 
be included in the analysis for this study, all of the participants 
within the current study responded correctly). For each question, 
a score of 1 was assigned for a correct answer, and a score of 
zero for an incorrect answer. For each participant a ToM score 
was allocated based on the first five questions of the faux pas 
stories, in addition to questions 1, 4, and 5 of the non-faux pas 
stories (Pinsker, 2011). When any of the five ToM questions 
relating to a faux pas story was incorrect, a score of zero was 
allocated for all five (Pinsker, 2011). The total maximum ToM 
score attainable was 30 for the faux pas stories and 12 for the 
non-faux pas stories giving a total ToM score of 42. The final 
score for each participant was expressed as the percentage 
correct from the maximum attainable score.
Procedure
Participants were directed to the study website^^ via a link sent by e- 
maiP. Upon clicking the link participants were initially presented with 
a brief description of the study, in the form of a participant’s 
information screen, and they were asked to confirm their consent to 
take part^® in the survey. Only then were participants presented with 
the measures®®. Once consent was given the participants were 
asked to supply their demographic information. Following this each 
participant was asked to complete the two mood measures; the
This site was compiled by a university technician using 'SSIWeb T  [version 
7.0.22] by Sawtooth Software Inc., which was run under ‘Active Perl’ on an IIS 
R010] server.
® Appendix N -  Invitation e-mail.
Appendix F -  PDFs of screen shots of the website.
See Appendices H to M -  for copies of the measures.
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Patient Health Questionnaire (PHQ-9) (Dum et al., 2008) and Anxiety 
Symptoms Questionnaire (shortened version; MASQ-D30) 
(Wardenaar et al., 2010). The participants were then asked to 
complete the three ToM measures; Reading the Mind in the Eyes 
test (RME) (Baron-Cohen et al., 2001), Strange Stories (eight Item 
version) (Spek et al., 2010) and Faux-Pas test (reduced ten item 
measure) (Goh, 2004; Pinsker & McFarland, 2010; Pinsker, 2011). 
Finally participants were asked to complete the Mill Hill, IQ measure 
(Raven ef a/., 1998).
In order to explore the possibility of a speed/accuracy trade off 
participants were instructed on the RME task to respond as quickly 
and as accurately as possible. One set of eyes was presented per 
page and the time taken on each page in milliseconds (ms) digitally 
recorded to explore any possible differences in the participants’ 
mean response times. For the SS and FPT the stories were left on 
the screen, so that the individual did not have to remember it, with 
the questions being presented to the participants appearing 
sequentially at the bottom of the screen.
After all the measures were completed the participants were offered 
to opt into the prize draw for the Amazon voucher, and asked to fill 
out their address to be sent the voucher, and they were then 
subsequently provided with a debrief of the study alongside 
information about where to seek support, if it was required. The 
researcher’s details were provided in the recruitment e-mail and, at 
the end of the study, the participants had the opportunity to express 
any concerns, questions, issues or to request the results of the whole 
study.
200
MRP; Do dysphoric students have an enhanced theory of mind?
Statistical analysis
All analyses were conducted using the Statistical Package for Social 
Science (SPSS (PASW), version 18) (SPSS Inc., 2010).
Outliers
All major variables were converted to z-scores, which were inspected 
to see if any cases had a value greater than 2.58. Any data that met 
this criterion were considered to be an outlier. Consideration was 
then given to either include or exclude them from the statistical 
analysis. Decisions about inclusion/exclusion required consideration 
about the impact of outliers on the statistical analysis and whether 
the data was key to testing the hypothesis.
Missing data
All the data was collected online and only data sets that were fully 
completed were entered in the statistical analysis.
Assumptions for parametric testing
As there were multiple theoretically related dependent variables the 
use of multivariate analysis of variance was considered a suitable 
statistical test, with the four assumptions being checked before 
running the analysis (Field, 2009);
1) Independence
All observations were statistically independent. The survey was 
completed on-line by individuals in their own environment and the 
behaviour of one participant could not have influenced the behaviour 
of another, provided the survey was completed independently as was 
expected (Field, 2009).
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2) Random sampling
The data was randomly sampled from the undergraduate population 
from one faculty at a university in the south east of England. It is 
worth noting that it was possible people told each other about the 
survey but this seems unlikely. Thus participants would 
independently and randomly complete the survey thus ensuring the 
first two assumptions were met.
The second assumption also states that the data should be interval 
level, where the data was not interval level it was treated as interval 
level by being expressed as a percentage correct score. Data was 
measured at an interval level on the PHQ-9, MH, AA, and RME 
speed. However, for RME (total and three valence categories), FPT, 
and SS the raw data was converted into percentage correct scores 
ensuring that the data were treated as interval.
3) Multivariate Normality®^
The dependent variables (collectively) should have multivariate 
normality within groups. The assumption of multivariate normality 
cannot be tested in SPSS so the assumption of univariate normality 
for each dependent variable must be checked (Field, 2009). An a 
priori assessment of univariate normality was made based upon an 
inspection of the standardised Skewness and Kurtosis values and 
Shapiro-Wilk tests. Covariance was checked running Box tests 
concurrently with the statistical analysis (Field, 2009). Additionally, 
following the running of the statistical analysis the residuals were 
also inspected to see their fit with the predicted model (Field, 2009). 
All major variables were screened to see if they met the assumption 
of normal distribution by inspecting histograms, exploring the
See Appendix P -  Testing for normality, for the inspection of the skewness and 
kurtosis and for the scores of Shapiro-Wilk.
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skewness and kurtosis of the data, and by inspection of the Shapiro- 
Wilk test for normality (Field, 2009). Any variable that violated this 
assumption was transformed using log transformation, square root 
transformation and reciprocal transformation (including reverse score 
transformations when required. Field, 2009). However, this did not 
resolve the violation. Thus, this assumption was not met. Whilst the 
assumption for normality was not met parametric tests are generally 
more powerful than their non-parametric equivalents and F-tests are 
considered to be relatively robust to the violation of the assumption 
for normality (Tabachnick & Fidell, 2001). In addition F-tests are 
considered to be robust to difference in sample size if variance is 
equal (Langdridge, 2004).
4) Testing for homogeneity of variance and covariance
The fourth assumption is homogeneity of covariance where the 
variances for each dependent variable should be roughly equal. 
However, there is not an a priori test for this, so initially homogeneity 
of univariance was checked (Field, 2009). Therefore, Box tests were 
run alongside the statistical tests with the results of the Box tests 
being reported where appropriate within the statistical test results 
below.
Data analysis
All but one assumption for parametric testing was met so, while 
acknowledging this violation, multivariate analysis of variance 
(MANOVA) was used to test for differences between the dysphoric 
and non-dysphoric groups, for multiple Dependent Variables (DVs) 
when testing hypotheses about group differences on ToM measures, 
and for performance on valence on the RME test. Due to the 
assumptions for parametric tests not being fully met non-parametric 
tests, namely Mann-Whitney, were undertaken to verify the results. 
When no non-parametric equivalents exist (as when exploring
203
MRP: Do dysphoric students have an enhanced theory of mind?
between group differences whilst controlling for a covariate) 
multivariate analysis of covariance (MANCOVA) was considered to 
be an appropriate test to run, whilst acknowledging the violation of 
the assumptions. Thus the following analyses were proposed.
Hypothesis f ;  University students who are mildly depressed will 
perform better on ToM tasks than non-depressed counterparts, and 
this would remain the same when controlling for anxiety, time taken 
on the RME (speed) and IQ.
Multivariate analysis of variance
A multivariate analysis of variance (MANOVA) was conducted to 
explore if there was any difference between the groups for accuracy 
on the three ToM measures, which was followed up by a 
complementary series of Mann-Whitney tests to verify the findings.
Analysis of covariates
Differences between the groups for the potential covariates were 
explored by a series of t-tests. The potential covariates were only 
subsequently explored when there was no significant difference 
between the two groups, as any shared variance can result in 
misleading results from any MANCOVAs run (Field, 2009). All 
covariates that did not significantly differ between groups were 
subsequently tested by mixed-design analysis of covariance 
(MANCOVA).
Hypothesis 2: Dysphoric students will be more accurate on Positive 
and Neutral valence categories but just as accurate as non-dysphoric 
counterparts for Negative valence, and this would remain the same 
when controlling for anxiety, time taken on the RME (speed) and IQ.
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Multivariate analysis of variance
A multivariate analysis of variance (MANOVA) was conducted to 
explore if there was any difference between the groups for accuracy 
for valence on the RME measure, which was followed up by a 
complementary series of Mann-Whitney tests to verify the findings.
Analysis of covariates
See above analysis of covariates.
Ethical considerations
This study was granted a favourable ethical opinion by the University 
Faculty Committee where the study was based®®. The study was 
conducted adhering to the Data Protection Act 1998 (Department for 
Constitutional Affairs, 2011) and the principles of ethical research 
outlined by the British Psychological Society (BPS, 2009; BPS,
2010). During the planning and undertaking of this study particular 
attention was paid to any potential ethical issues, however, the 
nature of this project meant there were a limited number of issues to 
consider, namely informed consent, well-being of the participants, 
and ensuring anonymity and confidentiality. Issues were addressed 
by the following;
• All participants were fully informed about the nature of the 
project (an information sheet at the start of the survey with a 
standardised debriefing sheet at the end).
• Participants were sign-posted about where to seek support (at 
three points; in the e-mail, with the information sheet and the 
debriefing sheet at the end of the survey).
See Appendix F -  Favourable ethical opinion.
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• Participation within the study was completely voluntary and 
participation could be withdrawn at any time.
• Anonymity and confidentiality were assured. This was stated in 
the information and debriefing sheets.
• Limited demographic information was gathered, namely gender, 
age, ethnicity, occupation and level of education, which helped 
to ensure anonymity and confidentiality.
• In line with the BPS (2010) the standardised debriefing outlined 
the nature of the research, how the results would be used in the 
future, and gave the participants contact information to provide 
feedback or seek additional information from the researcher.
• Participation only happened following informed consent being 
requested and given at the start of the online survey. It was not 
possible to withdraw consent once the survey had been 
completed, as the data was stored anonymously. This was 
made clear on the information sheet presented to the 
participants.
• Participants could score above the threshold for depression on 
the mood measures but it was neither desirable nor practical to 
contact them because this would make the anonymity of 
collection and storage of data impossible. The sign-post sheet 
was designed to overcome this ethical issue, so participants in 
distress were directed to contact their GP, and given 
information about the university wellbeing service, local and 
national agencies offering support to those at risk of depression 
was included®®.
^  See Appendix N -  PDFs of online survey information sheet, consent, 
demographic questionnaire and standard debriefing.
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Results
Data Screening 
Outliers
Twenty-one outliers were identified by inspecting the z-scores. On 
the Mill Hill Vocabulary scale (MH) one outlying score was identified®^ 
with an IQ score significantly below the mean. This result appeared 
unusual for a university student and may indicate that the individual 
did not fully attend to the task. All data for this participant was 
removed from the subsequent data analysis.
The remaining twenty outliers were investigated and consideration 
was given to removing them as they may have an effect on statistical 
tests that rely on measures of central tendency. However, the 
retention of outliers does not violate the assumption of F-tests (Field, 
2009). In addition, it has been argued that they “should be retained 
unless there is demonstrable proof that they are truly aberrant and 
not representative of any observations in the population” (Hair et al., 
2006, p.66). Thus a decision was made to keep these cases as part 
of the statistical analysis since they are unlikely to represent a 
segment of the population and retention means that the results are 
more generalizable to the entire population (Hair et al., 2006). For 
accuracy for Neutral valence eyes and Negative valence eyes from 
the RME test no outlying scores were identified. Please see 
Appendix R for boxplots of the variables for the two groups.
Missing data and final data set
There were 211 participants who started the survey with 78 
incomplete cases. All cases with incomplete data were removed
^  Meeting the outlier criteria of a z-score more than 2.58 from the mean (Field, 
2005).
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from the data set, leaving a sample size of 133. With the one 
participant who produced an outlying Mill Hill score removed the data 
analysed consisted of 132 cases.
Demographic data for whole data set
The sample {n = 132) consisted of 83% {n = 109) females compared 
with 17% {n = 23) males. A Chi squared test was conducted that 
showed a significant difference between the number of females and 
males (x®= 56.03, p < .01). Participant characteristics are reported in 
the Method section.
Descriptive statistics for whole data set
Table 1: Descriptive statistics for all variables for complete data 
set (n = 132)
Measure [total] Min Max Mean s.d.
PHQ-9 [27] 0.00 24.00 6.64 4.81
RME
Accuracy [%] 50.00 100.00 73.44 9.30
Positive valence [%] 12.00 100.00 76.19 17.81
Neutral valence [%] 25.00 94.00 66.10 13.56
Negative valence [%] 42.00 100.00 73.90 12.64
FPT [%] 60.00 100.00 91.67 8.19
SS [%] 38.00 100.00 81.04 13.22
RME speed [time ms] 4213.00 206609.00 12273.72 20708.34
MH [130] 89.00 130.00 111.91 9.64
AA [50] 10.00 28.00 14.64 4.42
Initially the data was analysed by inspecting the means (average 
score), and standard deviations (spread of scores). The major 
variables used in the statistical analysis were explored; namely the
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Patient Health Questionnaire-9 (PHQ-9), Mill Hill Vocabulary Scale 
(MH: IQ), Anxiety Arousal (MASQ-D30) (AA), Reading the Mind in 
the Eyes (RME), Faux-Pas Test (FPT), Strange Stories (SS), speed 
on the RME and valence (positive, neutral and negative) accuracy 
for the RME measure. Above in Table 1 are the descriptive statistics 
for the entire sample.
Examination of the descriptive statistics, for the whole data set, 
showed that for the PHQ-9 most of the participants scored in the 
non-dysphoric range (mean 6.64, s.d. 4.81), placing most 
participants in the no to minimal symptoms range. Participants were 
generally highly accurate on the RME test, with the mean score of 
73.44% (s.d. 9.30). For FPT (mean 91.67%, s.d. 8.19) the majority 
of participants scored at the top end on this measure, demonstrating 
a possible ceiling effect. This was also true for SS (mean 81.04%, 
s.d. 13.22) with participants scoring highly on this measure 
demonstrating a possible ceiling effect. Table 1 shows that 
participants were scoring highly for correct identification of eyes 
(RME) with positive valence (mean 76.19%, s.d. 17.81), for neutral 
valence they identified over half of the stimuli (mean 66.10%, 
s.d. 13.56) and they were highly accurate for identification of negative 
valence (mean 73.90%, s.d. 12.64).
It can be seen that for the total sample there was a significant spread 
of time taken by the participants on the RME (mean 12273.72ms, 
s.d. 20708.34) indicating that there was variability in the time taken 
by participants on this measure. Table 1 shows a mean IQ score of 
111.91, on the MH, which indicates this was the typical score which 
falls in the High Average Range for IQ (110-120) (Wechsler, 1998). 
However, it is worth noting that whilst this was the typical score there 
were both higher and lower scores than this. Most participants 
showed a low level of self-reported anxiety on the Anxiety Arousal
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(AA) (mean 14.64, s.d. 4.42). Of note the mean for AA within the 
current study was approximate to the mean found by a prior study of 
the general population (mean 14.9, s.d. 5.6; Wardenaar & Den 
Hollander-Gijsman, 2011).
The data set was then divided into the two groups, non-dysphoric {n 
= 105) and dysphoric {n = 27) with the variables being explored to 
see if there were differences between the two groups. Where data 
met the assumptions for parametric tests independent t-tests were 
used, when the assumptions were not met Mann-Whitney tests were 
used.
Table 2: Descriptive statistics and between-group difference 
tests for age
Non­ Dysphoric Test P
dysphoric students statistic (sig.)
students mean
mean (s.d.)
(s.d.)
Age
(years)
21.27
(5.060)
21.33
(4.234)
t = -.63 .95
Table 2 shows that there was no significant difference found between 
the ages of the participants in the two groups.
Table 3: Descriptive statistics and between-group difference 
tests for gender
Non­
dysphoric
students
Dysphoric
students
Total 
students 
by gender
Test
statistic
P
(sig.)
Gender
Male 21 2 23
= 2.37 .12
Female 84 25 109
Table 3 shows that the gender difference between the two groups 
was not statistically significant.
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Table 4 shows that there was a significant difference between the 
two groups (non-dysphoric and dysphoric) for self-reported levels of 
anxiety (AA). There were no other differences between the two 
groups.
Checking Assumptions for parametric testing
As discussed above the four assumptions required for MAN OVA 
were checked. The first two assumptions, independence and 
random sampling, were met. An inspection of the skewness and 
kurtosis was undertaken to check for normality. For skewness both 
on the MH and RME (speed), the skewness statistic/standard error 
score, were found to be less than 1.96 indicating that the data was 
normally distributed (Field, 2009). However, for the other eight major 
variables the statistic/standard scores were greater than 1.96 
indicating that the data was significantly skewed and did not meet the 
assumption for normality.
An inspection of the kurtosis statistic divided by the standard error 
score indicated that for RME (percentage correct), SS, and MH the 
data met the criteria for normality with the values being less than 
1.96 (Field, 2009). For the other seven major variables kurtosis 
calculations were greater than 1.96 and, therefore, did not meet this 
assumption for normality.
The Shapiro-Wilk goodness of fit tests indicated that eight of the nine 
major variables were not normally distributed: FPT percentage 
correct {W  (132) = .820, p < .01) and SS percentage correct {W  (132) 
= .925, p < .01), Positive valence {W  (132) = .909, p < .01), Neutral 
valence (IV (132) = .961, p < .01), Negative valence (IV (132) = .956, 
p < .01), RME speed (IV (132) = .272, p < .01), AA (IV (132) = .893, p 
< .01), MH (IV (132) = .860, p = .003). The exception being RME 
percentage correct, which was not significant and, therefore normally
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distributed (IV (132) = .987, p = .250). In summary for normality 
checking, the RME was the only measure that for all three checks 
was shown to be normally distributed, thus the data violated the 
assumption of normality. In addition, following the running of the 
statistical analysis outlined below the distribution of the residuals 
were found to be not normally distributed.
The fourth assumption was checked as discussed above and 
Levene’s tests showed that the data met the assumption for 
homogeneity of variance®®. The results of the Box tests, reported 
where appropriate within the statistical test results below, showed the 
matrices were not significantly different.
Decision to use parametric and non-parametric analysis
To summarise, three of the assumptions for parametric testing were 
met: independence, random sampling, and homogeneity of uni­
variance with homogeneity of covariance being checked alongside 
the statistical analysis by reporting Box tests. The assumption for 
normality was not met. However, given the greater power and robust 
nature of F-tests, parametric tests formed the main analysis. 
Findings from the parametric tests were, where possible, verified by 
complementary non-parametric statistical tests.
Hypothesis testing 
Accuracy analysis
Hypothesis 1: University students who are mildly depressed will 
perform better on ToM tasks than non-depressed counterparts, even 
when controlling for anxiety, time taken on the RME (speed) and IQ.
^  See Appendix Q -  Levene’s test scores.
213
MRP: Do dysphoric students have an enhanced theory of mind?
To test the hypothesis of differences in accuracy performance 
between the two groups on the three ToM measures a MAN OVA was 
performed. There was no significant difference between the two 
groups for their accuracy for the three ToM variables (V®® = 0.21, F 
(1, 128) = .901, p = .443). The univariate between-group ANOVAs 
examining differences in accuracy on each outcome variable were 
also not significant; RME (F (1, 130) = .615, p = .434), FPT (F (1, 
130) = 1.310, p = .254) and SS (F (1, 130) = .098, p = .755). Due to 
the sample size being different Box’s test looking at variance- 
covariance was checked. It was not significant, thus the assumption 
of homogeneity of covariance was met indicating the matrices are not 
significantly different {M (6) = 11.747, p = .082). Additionally, 
covariances being equal indicated that the differing sample size 
would not affect the robustness of the F-test.
Anxiety as a covariate
The anxiety (AA measure) was found to have shared variance {U = 
714.000, z = -3.993, p < .00, r=  -.348) and any shared variance can 
result in misleading results from any MANCOVA’s run (Field, 2009). 
Hence anxiety was not further explored as a covariate.
Speed as a covariate
A MANCOVA (Group: dysphoric, non-dysphoric) was run to explore 
the differences between the two groups on the three ToM measures 
(RME, FPT, SS) whilst controlling for response time on the RME 
task. There was no significant difference between the two groups for 
their accuracy on the ToM measures with speed on the RME 
controlled for (V = .022, F (1, 127) = .935, p = .426). The univariate 
AN OVA’S on the outcome variables also showed non-significant 
difference for performance on the ToM measures, RME percentage
^  Field (2009) recommends reporting Pillai’s trace as the multivariate test statistic.
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correct (F (1,129) = .149, p = .700), FPT percentage correct (F (1, 
129) = .521, p = .472), and SS percentage correct (F (1, 129) = 
1.582, p = .211). In summary, there were no significant differences 
found in accuracy between the two groups on the three ToM 
measures when controlling for RME response time.
Intelligence as a covariate
A MANCOVA (Group: dysphoric, non-dysphoric) was run to explore 
the differences between the two groups on the three ToM measures 
(RME, FPT, SS) whilst controlling for IQ. This explored the 
differences between the two groups, for accuracy on the three ToM 
measures, with IQ as a covariate. There was no significant 
difference between the two groups for accuracy on the three ToM 
measures, with IQ entered as a covariate (V = .031, F (1, 127) = 
1.346, p = .262). The univariate ANOVA’s on the outcome variables 
also showed non-significant difference for performance between the 
groups for the three measures, on the RME (F (1, 129) = .249, p = 
.618), FPT (F (1, 129) = .646, p = .423), and on the SS (F (1, 129) = 
1.441, p = .232). In summary, there were no significant differences 
found in accuracy between the two groups on the three ToM 
measures when controlling for IQ.
Valence analysis for RME
Hypothesis 2: Dysphoric students will be more accurate on Positive 
and Neutral valence categories but only as accurate as non­
dysphoric counterparts for Negative valence, and this would remain 
the same when controlling for anxiety, time taken on the RME 
(speed) and IQ.
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In order to explore if there were any differences in the accuracy for 
valence between the two groups a MAN OVA was conducted with 
one independent variable (group: dysphoric and non-dysphoric) and 
three dependent variables (positive, neutral and negative RME 
stimuli). There was no significant difference between the two groups 
(V = .027, F (1, 128) = 1.169, p = .324). The univariate ANOVA’s on 
the dependent variables also showed non-significant difference for 
accuracy, for Positive valence eyes (F (1, 130) = .828, p = .365), 
Neutral valence eyes (F (1, 130) = 1.141, p = .287), and Negative 
valence eyes (F (1 130) = .747, p = .389). Box’s test was run to 
check for the assumption of equality of covariance by comparing the 
matrices and, was found to be not significant, indicating the matrices 
were not significantly different, and the assumption of homogeneity of 
covariance was met (M (6) = 12.154, p = .071).
Valence with anxiety as a covariate 
See above section Anxiety as a covariate.
Valence with speed as a covariate
A MANCOVA (Group: dysphoric, non-dysphoric) was run to explore 
the differences between the two groups on the three valence 
categories (Positive, Neutral, Negative) whilst controlling for 
response time on the RME task. There was no significant difference 
between the two groups for their accuracy of valence identification, 
with speed on the RME controlled for (V = .028, F (1,127) = 1.228, p 
= .302). The univariate ANOVAs performed on the outcome 
variables also showed no significant difference for performance 
between the groups for identification of valence on the RME task. 
Positive valence (F (1, 129) = .1.211, p = .273), Neutral valence (F 
(1, 129) = .693, p = .407), and Negative valence (F (1, 129) = .967, p 
= .327). In summary, there were no significant differences found in
216
MRP: Do dysphoric students have an enhanced theory of mind?
accuracy between the two groups for valence of stimuli when 
controlling for RME response time.
Valence with IQ as a covariate
A MANCOVA (Group: dysphoric, non-dysphoric) was run to explore 
the differences between the two groups on the three valence 
categories (Positive, Neutral, Negative) whilst controlling for IQ. 
There was no significant difference between the two groups for 
accuracy for the three valence categories, with IQ controlled for (V = 
.026, F (1, 127) = 1.149, p = .332).
The univariate ANOVA’s on the outcome variables also showed no 
significant difference for performance between the groups for 
valence. Positive valence (F (1, 129) = 1.084, p = .300), Neutral 
valence (F (1, 129) = .479, p = .490), and Negative valence (F (1, 
129) = 1.198, p = .276). To summarise there was no significant 
difference found in accuracy for valence on the RME task when 
controlling for IQ.
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Discussion
This study aimed to explore the relationship between depression and 
theory of mind (ToM) abilities in order to test competing theories as 
to the nature of ToM abilities in depression. The study partially 
replicated and extended a study by Harkness et al. (2005) by 
including a range of ToM measures and by including measures of 
potential confounding variables. As such this study was well placed 
to test the competing theories about the relationship between ToM 
abilities and depression.
Based upon the theory suggested by Harkness et al. (2005) it was 
hypothesised that individuals who were dysphoric would be more 
accurate on the ToM measures. This current study did not replicate 
the findings of Harkness et al. (2005), as the dysphoric students were 
only as accurate as their non-dysphoric counterparts. Secondly, the 
study explored the hypothesis that dysphoric students would be more 
accurate on the positive and neutral valence items on the RME than 
their non-dysphoric peers. The findings of this current study did not 
replicate Harkness et al. (2005) findings as the dysphoric students 
were found to be just as accurate for accuracy on the three valence 
categories. The current study also attempted to address whether 
anxiety, processing speed (time taken on the RME) or 
intelligence/abilities were confounding variables. The findings of this 
current study were that time taken and IQ were not confounding 
variables (anxiety was not explored as a potential confounding 
variable as it was strongly associated with depression). Following a 
detailed discussion of the current findings, the strengths and 
limitations of the current study, the clinical implications and 
recommendations for future research will be explored.
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Findings
Accuracy on Theory of Mind Measures
As stated above, no significant differences were found between the 
dysphoric and non-dysphoric group for accuracy on any of the three 
ToM measures (RME, FPT, and SS). Therefore the first hypothesis 
that dysphoric students will be more accurate on ToM measures is 
not supported and is not in line with the findings of Flarkness et al. 
(2005) who found that dysphoric students had enhanced ToM 
abilities. Nor do the current findings support other literature that 
found dysphoric or depressed individuals to have poorer ToM 
abilities (e.g. Inoue et al., 2006; Zobel, 2010). The current findings 
bring into question the theories that individuals who are dysphoric 
either have an enhanced ToM or a deficit in ToM.
The findings of this study for accuracy on the RME ToM measure are 
in line with one current research finding that dysphoric and non­
dysphoric individuals perform equally well, for decoding abilities, on 
the RME test (Wolkenstein et al., 2011). Wolkenstein et al. (2011) 
suggested the RME test could be considered to be assessing an 
individual’s ability to decode another’s mental state whilst the Movie 
for the Assessment of Social Cognition (MASC) was also tapping into 
the reasoning component of ToM abilities. They found that 
participants displayed poorer performance on the MASC which 
arguably required the use of both decoding and reasoning aspects of 
ToM. If ToM involves two distinct components, namely decoding and 
reasoning, it may well be that the RME relies on the decoding aspect 
of ToM. Flowever, in contrast to Wolkenstein et al. (2011) in this 
current study this does not seem to account for the findings for the 
FPT and the SS which would potentially require both decoding and 
reasoning skills. The results of this study are indicative of both 
dysphoric and non-dysphoric students being just as accurate for both
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decoding and reasoning components of ToM, which is not in line with 
the overall findings of Wolkenstein etal. (2011).
Valence analysis for RME
Harkness et al. (2005) had found within their study dysphoric 
students were more accurate on the Positive and Neutral valence 
items on the RME. Harkness et al. (2005) found that dysphoric 
students were just as accurate for Negative valence. The current 
findings only partially replicate their findings, as the dysphoric and 
non-dysphoric were found to be equally as accurate on the three 
valance categories (Positive, Neutral, Negative). Harkness et al. 
(2005) and the current findings did not provide evidence that 
dysphoric students have a negative cognitive bias.
Interestingly the current findings potentially differ to prior cognitive 
theorising about depression where these theories have tended to 
“emphasize the role of dysfunctional cognitive structures and biased 
information processing in placing individuals at elevated risk for 
experiencing depression” (Gotlib et al., 2004, p. 127). For this current 
study only 3 (11%) of the 27 participants in the dysphoric group 
scored in the severe range on the PHQ-9. This means that almost all 
the participants in this study (89%) scored in the mild to moderate 
range for depression. Thus the findings of this current study could 
suggest that the cognitive biases associated with depression are not 
found in relation to ToM abilities for people with mild to moderate 
depression but maybe associated with those who are more severely 
depressed. A possible hypothesis is that people experiencing 
severe/major depression would be completely immersed in low mood 
and the associated negative thinking biases associated with this 
mood state. It could be the case that ToM abilities might be affected 
by this extreme mood state and this could explain why some studies 
with clinical groups found ToM deficits. The focus in this study was
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mild to moderate depression, and this mood state might mean that 
thinking biases are not strongly apparent. Thus people are still able 
to reason in a more balanced manner and, therefore, ToM abilities 
might not be affected. Previous studies that found deficits in ToM 
abilities had focused on participants who either currently met the 
diagnostic criteria for major depression or had had a previous 
episode of major depression which appears to support this 
hypothesis.
Time taken as a covariate
There were no significant differences found in accuracy on the three 
ToM measures or for valence when controlling for RME response 
time between the two groups. Therefore, time taken on the RME 
was not found to be a confounding variable within this study.
IQ as a potential covariate
Overall the results remained the same when controlling for IQ as a 
potential covariate, for both accuracy and valence. The findings of 
this study were that IQ was not found to be a confounding variable. 
Past research has not considered if IQ is a confounding variable. 
However, a limitation of this current study is that the sample was 
university students in which you may not expect to find low IQ scores 
and it may be the case that IQ could still be a confounding variable 
when taking into account a broader range of IQ scores.
Summary of findings
The current study attempted to extend the evidence base, going 
beyond previous research, by attempting to replicate an unusual 
finding in the literature on ToM and low mood (Harkness et al., 2005). 
This design improved on one key criticism of this controversial 
finding, using only one ToM measure, by using three ToM measures, 
which seemed to tap into both the decoding and reasoning
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components of ToM. One important limitation of the Harkness et al. 
(2005) study was using 11 as a cut-off on the BDI which is below the 
clinical cut-off and would have meant that they included people in 
their dysphoria group who were below the cut-off for meeting 
diagnostic criteria. The current study used a cut-off that would have 
mainly captured people who would meet the DSM-IV diagnostic 
criteria for depression and it is possible that this difference in cut-off 
may partially explain the different findings.
Strengths and Limitations
Online survey
Using an online survey presents strengths and weaknesses in the 
project. An advantage of having an online survey is that it was 
possible to attempt to access a large number of potential participants 
from a broad range of backgrounds. However, by the nature of the 
survey accessing a large number of people in their own environment, 
it means that the researcher has no control over the environmental 
conditions i.e. undertaking the survey in silence or being on their 
own.
Difficulties with replicating
The mood measure PHQ-9 was deemed a suitable replacement 
measure for the BDI-II to use as a grouping measure for depression 
for the reasons outlined in the Method. However, these are two 
measures that have differences between them, such as the number 
of questions asked and the categories into which the measures place 
individuals. Whilst they do appear to categorise individuals who are 
depressed at similar severity (indeed they have been found to 
categorise more severely than other measures (Cameron et al.,
2011)), they have differing designs that could impact on how they 
categorise depressed people. The researcher undertook an 
investigation into the two measures that indicated the PHQ-9 would
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be a suitable replacement for the BDI-II but it is worth considering 
whether these measures may have produced a different allocation for 
the two groups of dysphoric and non-dysphoric. However, the choice 
of the PHQ-9 was considered the most suitable option at the time of 
the project for the reasons outlined in the Method.
Sample characteristics, size and gender
A strength of this current project was its large sample size ensuring 
sufficient power was reached. However, there was a larger number 
of females, which possibly reflects that the psychology department 
was in the faculty and is typically female-dominated at undergraduate 
level (Sander et al., 2007). Statistics on web-based surveys have 
shown that males and females are equally likely to complete online 
questionnaires (Gosling et al., 2004). This seems to suggest that the 
gender bias was in the pool of possible participants. With a larger 
number of females than males it suggests that the findings should be 
treated with caution when generalising about the findings to both 
genders.
Problems with the theory of mind measures
A problem with available ToM measures is they do not sufficiently 
resemble ‘real life' situations (Simpson et al., 1998). Johnston et al. 
(2008) found that their participants were scoring above chance on 
the RME test, without the stimuli eyes being present, and they 
criticised the measure as not having the “normal contextual” 
information that everyday situations have where ToM abilities are 
usually required. There are methodological implications arising from 
this problem with the current ToM measures. One possible change 
to the methodology that could be considered would be to attempt to 
capture potential evidence, such as in real life situations. This may 
be achieved by using measures that are normed for the general adult 
population and attempt to replicate more real life situations. The
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current ToM measures have predominantly been designed for use 
with atypical adults and, whilst there have been attempts to change 
this by developing more appropriate measures for adults, there could 
still be improvements made by designing measures that capture 
everyday subtle social cues. However, it would require research to 
develop these measures.
The possible ceiling effect for the FPT (participants scoring over 60% 
correct; mean 91.67%) is an argument for more research into the 
development of ToM measures for neuro-typical adults in order to 
overcome this difficulty. An additional problem with the ToM 
measures is that they all have limited information published about 
their psychometric properties. This lack of psychometrically sound 
measures lies beyond the scope of this study to address and future 
research could aim to address this limitation.
Order of the measures
The mood measures were placed at the start of the survey as these 
were required to group the participants and without this data the 
other answers would not be useable. Potentially having the two 
mood measures at the start of the survey may have led to attrition. 
These two mood measures ask quite difficult questions^^ that some 
participants may have found hard to answer, or may have even 
provoked difficult feelings for those that were already feeling low. 
This may have been the case despite the researcher providing sign­
posting details for support in two places before the start of the 
survey. The researcher considered that some of those participants 
who did not complete the survey may have been more severely 
depressed individuals. By having the mood measures first this may 
have potentially deterred completion through provoking negative
See Appendices H to M for copies of the measures.
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mood states by simply asking about their current (in the past two 
weeks) mood state. This hypothesis that the mood measures may 
have deterred people is supported by 50% attrition occurring whilst or 
just after completing these measures. However, as this data was key 
for the usefulness of subsequent data collected, the researcher 
considered they were best placed at the start of the survey to ensure 
maximum data was useable.
Theoretical implications
The results of this study suggest that the negative biases associated 
with depression within the cognitive model do not appear to be true 
for individuals who are mildly to moderately depressed when they are 
employing reasoning or decoding abilities to understand other’s 
mental states (ToM). Theorising based on these findings would 
propose that ToM abilities are largely intact for people experiencing 
mild to moderate depression. The prior studies that found ToM 
abilities impairment associated with depression were largely based 
upon clinical populations and so, it could be argued, that the 
cognitive biases may only begin to influence reasoning or decoding 
about mental states when depression is more prolonged or severe. 
This would also help explain why this study did not find impaired ToM 
abilities in a non-clinical population. Hence theorising about ToM 
abilities, based upon previous and current findings, suggest that it is 
possible that ToM deficits might be differentially associated with 
levels of depression severity. Specifically ToM deficits appear to 
have been associated with severe depression or clinical levels of 
depression. This suggests that further research is needed to explore 
this hypothesis. However, without this research it is difficult to tease 
out more fully whether the suggested theoretical implications are 
valid.
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Clinical implications
Given previous mixed findings, and the current findings adding to this 
mixed picture the clinical implications that can be drawn appear to be 
rather limited. Had this current study found differences in accuracy 
for the total RME or valence on the RME there might have been 
implications for developing cognitive therapy to include targeting ToM 
decoding and reasoning deficits. As this is not the case and no 
differences were found it is difficult to draw out clinical implications 
without further research.
Recommendations for future research
To date ToM deficits appear to have been found to be associated 
with severe/major depression rather than those who are mild to 
moderately depressed. The mixed findings of research so far 
indicate that future research is required to test the different levels of 
depression by comparing people with severe depression to people 
with mild to moderate depression to people without depression using 
a battery of ToM measures.
Another primary task for future research would be to try and replicate 
Harkness et al. (2005) again, as this current study and Wolkenstein 
et al. (2011) have failed to support their findings. Despite having a 
number of measures that were the same as Harkness et al. (2005) 
the current study failed to replicate their findings. It is possible that 
the methodological limitations of the current study resulted in this 
lack of replication, however, given the mixed findings of research it 
seems unlikely that it is due to these limitations alone. Other 
research has found similar findings to the current study and future 
research is required to develop the evidence base in this area.
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Future research could seek to overcome the celling effect on the FPT 
for the general adult population and improve the measures for the 
general adult population. The current ToM measures appear to 
suffer from ceiling effects, limitations due to not being originally 
designed for adults or are lengthy measures to administer and these 
issues may limit the use of them to assess small changes in ToM 
abilities within the general adult population. Other adult ToM 
measures are time consuming or/and are not easy to administer, 
such as Mental States measure (MSRS), so improving the FPT and 
S3 for use with adults would help future research to assess more 
subtle changes in ToM abilities within adult populations.
The current ToM measures do not appear to enable researchers to 
easily explore the two different aspects of ToM abilities separately. 
Therefore, before research could more fully investigate these 
different aspects there appears a need for researchers to develop 
different measures that clearly differentiate between reasoning and 
decoding for the adult population. Future research could then seek 
to explore the different aspects to ToM, such as the two currently 
conceptualised as decoding and reasoning.
Conclusion
This study finds that dysphoric students do not perform significantly 
differently to their non-dysphoric counterparts, for accuracy on ToM 
measures, for time taken on the RME and for valence. Anxiety, time 
taken and IQ were not found to be covariates. These findings appear 
to concur with some, but also differ from other previous research 
findings.
Mixed research findings indicate that severely depressed individuals 
had deficits in ToM, with mild to moderately depressed individuals 
having either enhanced or comparable ToM abilities compared with
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non-depressed counterparts. Therefore it seems that the relationship 
between ToM and depression is complex. From the analysis of the 
previous and current findings there appears to be an emerging 
picture of different sub-groups within depression in relation to ToM 
abilities. The first is the more severe and chronically depressed 
people that have been found to struggle with ToM abilities; the other 
is individuals with mild to moderate depression, who perform equally 
as well or have been found to have enhanced ToM abilities. In 
summary, the mixed findings of research into ToM and depression 
may be due to different sub-groups within depression exhibiting 
differences in their ToM abilities.
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Appendix A - ICD-10 classification of depression 
Depressive episode
In typical mild, moderate, or severe depressive episodes, 
the patient suffers from lowering of mood, reduction of 
energy, and decrease in activity. Capacity for enjoyment, 
interest, and concentration is reduced, and marked 
tiredness after even minimum effort is common. Sleep is 
usually disturbed and appetite diminished. Self-esteem and 
self-confidence are almost always reduced and, even in the 
mild form, some ideas of guilt or worthlessness are often 
present. The lowered mood varies little from day to day, is 
unresponsive to circumstances and may be accompanied 
by so-called "somatic" symptoms, such as loss of interest 
and pleasurable feelings, waking in the morning several 
hours before the usual time, depression worst in the 
morning, marked psychomotor retardation, agitation, loss of 
appetite, weight loss, and loss of libido. Depending upon the 
number and severity of the symptoms, a depressive episode 
may be specified as mild, moderate or severe.
Includes: single episodes of;
- depressive reaction
- psychogenic depression
- reactive depression
Excludes: adiustment disorder ( F43.2 )
recurrent depressive disorder (F33) 
when associated with conduct disorders in F91.- 
( F92.0 )
F32.0 Mild depressive episode
Two or three of the above symptoms are usually present. 
The patient is usually distressed by these but will probably 
be able to continue with most activities.
F32.1 Moderate depressive episode
Four or more of the above symptoms are usually present 
and the patient is likely to have great difficulty in continuing 
with ordinary activities.
F32.2 Severe depressive episode without psychotic 
symptoms
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An episode of depression in which several of the above 
symptoms are marked and distressing, typically loss of self­
esteem and ideas of worthlessness or guilt. Suicidal 
thoughts and acts are common and a number of "somatic" 
symptoms are usually present.
Agitated 
depression ^
df^pression  ^ episode without psychotic symptoms
Vital  ^
depression
F32.3 Severe depressive episode with psychotic symptoms
. An episode of depression as described in F32.2, but with 
the presence of hallucinations, delusions, psychomotor 
retardation, or stupor so severe that ordinary social activities 
are impossible; there may be danger to life from suicide, 
dehydration, or starvation. The hallucinations and delusions 
may or may not be mood-congruent.
Single episodes of:
• major depression with psychotic symptoms
• psychogenic depressive psychosis 
■ psychotic depression
• reactive depressive psychosis
F32.8 Other depressive episodes
Atypical depression
Single episodes of "masked" depression NOS
F32.9 Depressive episode, unspecified
Depression NOS 
Depressive disorder NOS”
(WHO, 2007, p.58-60)
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Appendix B -  Table of Possible Symptoms of Depression
Changes in appetite or eating disturbances, people can report a loss of 
appetite and weight (this can lead to anorexia) whilst other report weight 
gain (comfort eating)
Sadness, dejection, despondency, low spirits
Changes in sleep patterns -  early morning awakening, disturbed sleep or 
insomnia, difficulties falling asleep, or too much sleep
Reduced energy levels, fatigue, tiredness
Reduced sexual desire and arousal, and failure to achieve orgasm or 
ejaculation
Withdrawing socially
Reduced interest and pleasure from activities
Movements slowed (subjective perception)
Tearfulness
Subjective agitation
Impaired concentration
Slowed thinking and movement -  this can be subjective perception
Difficulty starting activities
Difficulty decision-making, indecisiveness
Suicide ideation and plans
Increased irritability
Hopelessness - feeling that they will never get well.
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(The Information in the table was compiled from the following 
sources; Beck et al., 1979; Rippere, 1980; Winokur, 1981; Coyne, 
1985; Mondimore, 1995; Wasserman, 2006).
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Appendix D -  Sally-Ann task
38
Frith (2001) describes the Sally-Ann task, shown in the picture 
above, as: Sally has a basket with Ann having a box. Sally puts a 
marble into her basket, and then leaves the vicinity. Whilst she is 
away, Ann takes the marbles from the basket and puts it into her own 
box. When Sally returns and wants her marbles -  where will she 
look for the marbles? Whilst the answer seems obvious for most 
people over four: she will look in her basket as that is where she, 
falsely, believes the marbles are. However, the marbles are in Ann’s 
basket, but Sally does not know this as she was not present when 
Ann moved the marbles.
Cartoon of Sally-Ann situation has been reproduced with the kind permission of 
the artist, Axel Scheffler. See Appendix G -  Permissions to measures, licence for 
Mill Hill and permission to use Sally-Ann cartoon.
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Appendix F -  Ethical approval from the University Faculty
Ÿ '  UNIVERSITY OF 
Ethics Committee
Blossom Edwards 
Psychology
Faculty of Arts & Human Sciences
17N%y20T1
Dear Blossom.
Do dysphoric uriWWtY_gkidmiIb_ have of mental
decoding? - EO2011/34^AHS Fast-Track
On behalf of the Ethics Committee. I am pleased to confirm a favourable ethical opinion for die 
above research on the basis described in the submitted protocol and supporting 
documentation.
Date of confirmation o f ethical opinion: 17 May 2011.
The final list of documents reviewed by the Committee is as follows:
Document
Summary of the project
Detailed protocol for the project 
Ir fo 'motion sheet for participants
Consent form
L icence of agreement of coiiaborators
Copy of questionnaire/schedule
fcsessment /  Insurarxie details
This opinion is given on the understanding that you will comply with the University's Ethical 
Guidelines for Teaching and Research. If the project includes distrtrution of a survey or 
questionnaire to members of the University community, researchers are asked to include a 
statement advising that the project has been reviewed by the University's Ethics Committee.
The Committee should be notified of any amendments to the protocol, any adverse reactions 
suffered by research participants, and if the study is terminated earl^  than expected with 
reasons. Please be advised that the Ethics Committee is able to audit research to ensure that 
researchers are abidmg by the University requirements and guidelines.
You are asked to note that a further submission to the Ethics Committee will be required in the 
event that the study is not completed within five years of the above date.
Please inform me whm  the research has been completed.
Yours sincerely
Glenn Moulton
Secretary. University Ethics Committee 
Registry
cc Professor S Williamson, Chairman, Ethics Commihee
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Appendix G - Permissions to use measures and licence 
Permissions to use PHQ-9
a '"Ed,
Yeaita! h!:wr,K%€#il:
14 Jarj z " 
:Dear*i L
You requested for permrsson lo use kxm PH09 for a study The copyr ght k r  dhs form 
g held by Pfizer Inc \Ve are happy to g'ant you a licence to use and reorodurx tneae 
questionno'Ts. Tins perr -s^on :s subject t3 you using :hg questionna^o only for the 
purposes 0  ^your discussed prefect, and you acknowlsdge that yzu w'5 not otxah any rights 
irti w r^opKT)'"' 'iicntt\,o.t:"'n ^V.''PirLrc']u:in:t"Lqut.*tc,n3'e
p a 't  I 111 t "  f llpv r  ieout "nt";
Te: Cl ti y r'l '"n o" Pfizer I T'ted"
lurs sincerity.
HenHann,,^ t/ 
Moo cal trfsmalc f
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RE: pmnîssiâi *ô u% the PHQ-^ Page 1 o f 2
RE: Seeking permission to use the PHQ-9 
Donna Btiwgett [dbun^tt@feg0 tstrief.wg]
Swt:
T« Ed*wbp8%(PG/R.AydiORw)
c h i ;  c u T K tr  p L h t ic  d c n i n  i r  :T K  a v a i la b le  f o r
a :  th e  THg f a t - i l y  c f  Che SAD "  a : *  a v a i la b le  a t
;he /ebtilc: % . Alac, tcar.cziaticn: attached the
Malayalar a blblicgraphy, an insirizciitn n tL a : and oth^i itttts a tio B
a re  a la e  p :c v la = d  c t  th e  w e b tic e .  IT  ycL haw - any q c e ;C ic c a  p l^ a a *  l e t  t e  know.
Kind regards,
Donna
'if  . e Aisirlanl
* * '<x eke, yZ;
' - .nrlituc,
i . s. blvd.,
. c. , S  IN 46202
 ^ -'a '-
,  I I '  i  '
'  3ty .7 , 2011 B:iO PM 
< IT sc f.e rg  
: o- ...r. D rmiasion tb use the PHO'B
Kurt Kroenke, MD
Professer of Medicine, Indiana University Regenstrief Institute, bth Fleer lOSO 
Wishard Blvd Indianapolis, IN 46202
— — -Original Message----
Frcffi! I 'b 1- tpit-' r .
Sent: Friday, January 14, 2011 11;56 AM 
Te: Kurt Kreenke
Subject;. FV: Seeking persdssien to use the PK3-9
FroB ( 3 - surrey.ac.uk
Sent "  V acy :4 , 2011 $;35  AM
To: c .k.. edu
Sub] ârôlssioh to use the PgQ^S
coral thesis and would like to seek permission to use 
. vet.
- is to explore Che Ir^cc of mood or f ^ n d  -
-1 Medical Information Centre at Phizr t it was
'y to yourself; 
r ng from you.
id=RgAAAAAm9aik2mllQp... M/0&?0n
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RE: Seeking permisâm (o use the PHQ-9 Page 2 of 2
iychologlst
P a rtn e rsh ip  SHS T ru s t 
lolcgy
it -  think Wfpte you print.
No virus fouiid in this message, 
by A'.": -
Version: iO.O.llBl /Virus Database: 1435/3379 - Release Daté: 01/14/11
htipsj^ Knaîi.Fuirg.ac.uk/o%a/?aNiem&t=lPM.Nôie&id=RgAAAAAm9mk2m)IQp... j#8/20i 1
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Permissions to use the MASQ-D30
RE: Seeking permisaon lo use the MASQ-b30 Page I of ]
RE: Sæking permission to use the MASQ-D30
KJ.Wardenaar#lumcnl [KJ.\%rdensar@lumc.nl]
Swk iZQeamberaiOOW
MASQ433: (O ; MASQ43i) InanxWwjLlpdf (22 KG)
Dear Bloasom,
Thank you for youf IcCarest in the fWq-D3Q. At the mmaent, wa do not 
kav* a Bo^uterized version that we can distribute dùtside our 
deparcment, but fôel free to make a cORputerited version yourself. For 
your information, I have included an English peper-and-pencll version of 
the MA30-D30 and thé scoring manual with this maii.
I would very such like to bear about your findings and experience using 
the MASS-D30. If you have any aueaticns, do not hesitate to contact a*.
K lsaa
Klaas J. Mardanaaf 
Iiepartment of Psychiatry,
Leiden University K^^ical Centre 
Postzone 51-P, Postbus 9SQ0 
2300 PC Leiden 
The Netherlands 
Tel: 0031(0)71 - 5262471 
Email: k.j.wardenaar@lu3K.nl
 Original Message----
rrc;-: i.L.Euy'.::'sj:...:rey. it.uk . }
gent: donderdag 16 december 2010 19:15 
To: Nardenaar, K.J. (PSY)
Subject: Seeking perviission to use the KABO'D30 
Dear Klaas,
I am locking for peraiaslon to use the KASQ-B30 for the purpose of 
doctoral research. Is there and electronic version end If not I would 
like to seek permission to sake a coi^uterlaed version, tKiuld tMs be 
possible?
If you require further information please do not hesitate In oontaôting
Many thanks 
Blossom
Bloasos Edwards
Trainee Clinical Psychologist
-ip NKS Trust
SU2 7m
3ave the environment - think before you print.
httpsV/emmL$ufT .^mc.uk/oW?aeF:l;em&t=(PM.\o(e&id=RgAAAAAm9aik2m)IQp... M/08/2011
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Permissions to use the Strange Stories
Re; Seeking perniissiw to UM ihe aiWt appropn&te strmge stmes I of I
Re: Seeking permission to use the adult appropriate strange stories 
Sarah #lte(s.white#ud.ac.ük]
SMk 11 JMU*Y 231115:18 
To;
: quite is it the Sttaogt Storie* you want to
will find the full text in the stticle of miné you
:ed in the appendlK, you should ürie the mental 
unlinked sentences (the new ipaectlons for the 
Ate a âpre suitable control task! and the original 
:ies. The latter 2 sets are qbyiousiy controls (to 
for the mental state condition.
io come back to me If not.
Oh 0S/.01/2011 11:16, P.B.Bditardsgsurrey.mc.ukwrote:
> Dear Sarah,
> I am currently undertaking ay doctoral research for my clinical psyoholdgy 
doctorate and my proposed research is a partial replication of:a study by 
Karknessetai. (2005).
>
> I have written to francesc : mid Dec<««bef but have yet to hear from her
- would it be possible for y ) me gain permission to use them?
) Haying read your article Revisiting the Strange Stories: Revealing Mentaliiif 
Icpairaents In Autism 1 ^  writing to you to seek permission to use the Stràngs 
Stories suitable for adults could you confirm which stories these are? Bithir 
the J^pendlx are the TcK stories for adults labelled Mental State Stories?>
0 Many thanks
> Blossom
>-
> Blossom Edwards
> Trainee Clinical Psychologist
>
> Surrey and Borders Partnership MRS Trust
> Department of Psychology
> University of Surrey
> Guildford
> GU2 7XS
> Save the environment - think before you print.
Sarah Khite, PhD 
British Academy Research Fellow 
Institute of Cognitive Neuroscience 
University College London 
17 gueen Square.
London KCIN 3AR 
020 767Ô 1168 (xZliea)
hNps;#maiksuTrêy.ac.uk/oW?0e=lfem&NPM.N(ae&id=RgÀÂAAAm9aik2mHQp.. 14/08/20) )
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Permission to use the Faux-Pas Test
Permisâon to use Paux-Pas - o f coutse! Page,! o f 1
Permission to use Faux-Pas - of course)
Vala% aore [vestonei%mai).com]
Sent: 17 December 201019U1
To: edw%&P8Ms(P(yR.hy[W#
Hi SlodfOm,
Yoa, Of cüùroe you can u&e the.Faux Pas test! I will send yen the 
version used in our 2002 paper in Brain, that has 10 faux pas stories, 
and Ï3 cantroi stories - I may not send it until next week, because I 
have to s e a r c h  through a e  external hard drive, which might take a 
little labile, and I have to run to sh a^Rxiintment in half an hour. I
will also send you detailed scoring instructions, .and a recent
in-press.chapter where I discuss scoring issues.
I'm Interested - whet's your research oh, and what population ere you 
.... with? 1 may be biased, but 1 find any research
i a l  cognition in people with brain-based disorders
u I'd tt hear what you're doing.
Fri, Dec 17, 201Û at 0:29 AM, Blosscm &dwa:rds 
,b.edwàrdS03Ùrrey.âc.uk> wrote:
al study at the Oniyersity of Surrey and was hoping to seek 
se the Faux pas test.
see send me an original version - .if permission is granted.
> Sent courtesy of Social Psychology Network
> < >
>
>
Dr. Valerie S. Stone, Idd), .Director,
j^swers About Brain Injury LLC & Answers lüïout Coi^tency LlC 
Bring genuine justice to the vulnerable.
Get the latest science; get the right evidence.3 0 3 . \ f .
M|ps://cWLsurreyjc.W(/(yW?aeF=Itan&MlPM.NoW&.ij R g \\\\A m W k2m U Q p... 14/08/2011
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Permission to use Reading the Mind in the Eyes test
RE: Research [ma ARC website)
T«:  '
Th^kYwRacW
bu ; I *' j
fmm; Ractwl k:k5on (Rj3j'çmf<l$cN<on a:.uk]
Sent: 06 Deoember 201010:55 
To; Ed.vards PS - P$y(hÿogy)
Subject: RE: Re&tWi (v3 ARC ACbSlte]
D&3fBk%scmE(h*afds;:
ThA":. yg;; ly  yg;.' 1 Y(ÿ; - -  rc( nffc FCTi'f$ CH (o uso QT/ o( OUT leï:s OS Pxzy hT/@ a:-e3'b' k 'C I
pub -shM! n bfg'-'cvtv.G: kcie't KKxnA:* - kl'l Rue *i) uiO 1 t Rwd.'V; Om? MiJd ru CyCA T(S! 
(%'CTI CA" A(c;-s& '%MT fm T«:s' teciioi d cw wek. %,w. r /  - f  f ,%'c "f» ih' i r -
Tt.e'c you %i: hr.c .n-aoca. -it'nkiiaif. r-d ! nls çviny HCcess to rek-;?':;*ey*r,MC!i {0X:u "DA» 
;% yvx S'W^IU ni'Cd) Do ffsvo y,rm you pnt; ( f  ;hh: yo.i yc; p-.er ona Hc'XAia-!, (( « . / a lu: r% n qua i, 2» rear (a b-e co'Æüü'% M- KM %as vj :da»td Aiih
V;c ex hce & a ;.o a torp.Knspd vowo" ceuKd d%e.v;K"o or inv ACh at 
Gtxx! ludi wB) your: fesoardi:
RaehW
f) )! .«'d'khtfainr'L'
fYom: S^mon Ba-Ki-Cohen [Mlta jb2D5>(am.acuAl 
Sent: 03 Oefcnw 20)013:24 
To;(üAeU3Tk%m
Subject: Reseaidi [ye ARC website]
iHp% LHJil'.j'rL '\u ..u lw u'uc IkJi&t irW ^ 'iA .'C  Rg\\\\Am9aik2mllQp». !8$SC0II
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Begin jbiwardW 
Kr«m:''ARt '
Da(r 3 (k-ccmW %i|(' 12:07::) I
Tu: njnw-Ccbvn" - '
SulijtTt; k<\carc!i |yi* ARC
cmuilXunc
BUnm® I
kmaw:
p i A.. iL'X'.UTV) uv.uk
rm,»l\lv'sK'v 
IXw Sinirr.
I jin euftuuiy u I nuncc ut I m\ «'.By uhuJl W unjcrukc my thoK I am
U rLii\vdudu!l\uT'\*nvlTlN''Rcav1mgthe
\1;nJ in ihu L\ i.% T1W.
Aly*' R):vru uj» I a cm p k i ' 'n T if tbm: À pw «ilable?
\L r \  duuilks
fjw.ad*
h U p '' u m j i ) . \ u m : \ . u c . u L u ' . \ a 7 j u  l lu i : i& l  ) ( 'M . S r K & h i  R g A A A A . \ m d a i l : m l l Q p  I x c x j d l )
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Permissions to use the Sally-Ann cartoon
kf \  tk u pi (0 use Ac caitow the Sally-Ann ta^ pggei
RL Séddng ptmwwwn (AWwUM carto«i m  th# task
K 2# 0e%a#f 3011,
lAAMA* yt, %5^  ÿW pM* *  m*»
hAidu -‘t» >*>■:(
K T
V W B»6K f**mW NK Ti"l
h'T5 'onaJ ai ul owa 'ae-l(em&t=H'MJ'!oie&id=RgAÀAAAm9aik2mHQp..; 2)/)0/2(ll I
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Licence for Mill Hill
PEARSON
FMPfmWun Agrermem
LuxTe 11' \ ''(iv v ' l K k ' i n '  I. ,  si l ' "'  c
kh'iivr Iv^^wcii-nL a dbikii'n ;? ( Y. <i' ''O S';:ü;d. Liej'O
ADDimSS:
/  \'un%T'(irvci 
t'ünivrliun'.
Ik .
CT! 3JW
(K'k'iii 1 lAr.vv"! %kXf SS; V< Ul ! d. vr& (iLnkvC t .Yp-y.' Ai.U''
WHI'KClS &  I'duiAvr l;%' f lk r  ILnris MXriC' \(il: H:H
W^'nl'uLry Si.dr A!H\ ) \l! Mhltiplvl'lickv hcnllwieiadK'' W.'rki'.r;. u-.î
Wni'jU AS ikv wi'hv< k' ilie Rawis 'iv MutCkV, \l::i 1k:l
\\<,il)ular\ SvA- AH \1uhip:c ( b'ive l'uraî tlcciTnrival:) l.»r k^ .-aivk puqs'w* 
only,
SOW. im  RITOm. ;:k- ruW,.: rr '.Ii'l ;k 1
: 11'c I kvTbw Riji nCir pi'&v;. :ww | \^k:rok a;:J Aqiruk' Ike %\^k(\)
r'xMi\ >'':/} k" i;k l.ivvcvd iSc a:.c '/yw; !<i lliv |;ir> . ri vi'uddiMi^  r: Ai'- 
Agruemenl;
2; l lv  WcrM') \!u:l I*  iücaïUivi. I rcp t^iikuun Kdv\i ctViwix: c\pii:$\k
m Aé: AgitcmcBL
2 I he 1.ieee%d (Src ;?rn1iealiy e%âu&- U,e ligil I,- pri:. o-py «i in cay l,ni,.
r: I" liuT'kiw. mi^e. le !e lepN'Cik lu c i r; uj'ksliee any iN
die eidivr x-wukCy nf e\ u:' any uiher {xi.lYjybi:. ewe;': a-
«hkiRiv e\rNf!.!y priniied Lreii ke lÎNr\.v  .-yiW' :oahiJe -y ct-ryngiu. pu:e:u.
. J . k) "O  ' \ 1 I I '  .1 kl I i  R L j ' ..I" I . I t ''L ' V\ l '
me Umted kmiiilum.
( \  11 ,. J| %ikea)l nev(.')'.iiy k< i.aljjiiar'': uli k-'l malenal'i h\ heiil.ne
.L \\"  Willy C indii'Wi3::t('raeeav:e) inl!i a le (ixi'iNe. rnNesixral :i:1ere< it ik' 
lea's seeuniv.
iP* C» =c t f r  GaR'hmW. bwiOWjÆ
285
MRP: Do dysphoric students have an enhanced theory of mind?
,RSON .
. Id .........*44 :nit (331
W*we*#%xp.eWi:
4. Ike Iko, ee 4 ' ur;.if :le .< i,,p, d  re  r«. . m.fkrM'!,'
&%_' arj ;:Y i.:'l n - m L .e pr. jineJ .aet cJti":
wiiln'U: ap}vu\ul (C (jmc'; auJ design T Rziicp (h'lu die PuîCiiiei. I he 
aprec* w fviicw >uvli (%ipy tad :e m1:ea:c appmvjl or rule re(unKiie3j,i'k%\ I'n: 
dub;';, % iiLin liiLvn (15; &y;; c: iS Nveip:
5. I: |\ uajaiiiK! 3)i Am :lu! uliie || e U r:k>i m.iy Iv uf ;k' pz;\'TVs nF 
ll' . . j  Ti d I& k " ,,l, I \  I V. I U I  \e reu v, \ . '1 1 s. d  c . V <»\r, n
k  H..ICC My %'u\ ,':'e\cn:p!e. ÎK  l.icfi'ce r .y v ll n'p.is r: Ü»; Y.'cxai (« a::} 
(hirj puRhr.. R(« itargc :lii ki ila; %iTk(*i. Al: usu-cd e,ipies (la- %\n&
|ifi;ie'vJ h) die I x'ciSA' kereindc ;ra-' Iv ikxmy W u;<'n a^edeA':' ef (!:v inu! 
Wcchried V akin :!/: I kvasrd !< .  m api'ii e\p:(\ r: iciiuamien I'F di:» Agieenicn:. 
wWclKvensihcianio'
6. AH licib ri :ki| piL:;ei :e A: L.YiNx by llii' Apreeukia Me n;we-Al\
W PubI: Acr. :
7. ,1 I, Ik i 'k r *  r.,1,i ' I  k .;i'''V k .iiiu « .." ,p \,(l;L  ' (iJ ''ei' 
c\ke .::aj kTniÙLiig Jure ]i'll% Rhercupiia Cv Lieeiu,eil I'xf iki'l ec.ie. l.ieea>ee 
ii.:t': udiiec pena>ve:: :e: any evenui-n d  ;l,i\ Arrccaeni
b I k:' Ai'ivecknl be lefraiLSil liy eidier (lie I'uhli'lier cf Ae lkv«\ee upiei griing
' ' k i ' ^ i p  l . l l " ' \ ( ' i , d ' , p  ir iiim n C k .
1. Any repn\lMl»';i r  'any p.«nio:i r: Nic U'nrl(«.i <e ,ub.eeuen: nrleieiiee :ii ;he %i ? l i m  
lesckaiy (ren Av I «vr'AxI Ui-ekcreui&hzl:kezr AcFi'l'i'AlnenxiW'
k. \ a,,.'.. If/' //if n. /, \ r/f/f, V ; . ( »,
I'i.k i'l' ' ii''d'i 'k IL.'K'C V\e\ 'V4 (I'j^ir ' (ZJii)i'( Ik».'»".' 
\\h; \'k"K Kne. ..cd v ii f\.: r.V'-G \::f/.kic .f,ci
V. I . , 3 pjk ' i , J 1 ui,' '' »k k.' \  C\ I ' ; k I k..! ! -. w I ' /k ! » Y j  I'
V k ' ei:. .1 ,kli ./ i,. pen\s'i'» 'ial. I.- 'v%
k«L & e \  d I ' II ' I . V K ' ' k * ' * ' i d .  l ie
miisher;
IN I ..w..!' 'I ( I  ',i\ .V 'a ./.e " . lkei.\ee ,_%e\ k, p .i » M  k '. i . i" ''e  i r  Ir.'m 
Ikcns: k\" 1'!' i%u keWrW and iveriy pi',J:& %aU >e\eh:\ ihe pinrJs (iZ !:'^5| 
c v .l;v \e d  \  \ |  he upw i2\:ep'\!Li.:R'n^n: (keiii'ZWuai. k \  dueu'Upayah!.:
Lp,f Hie e\eiaiL'n o: (hi, apreen rX P.A!i-'ie: xhull kl) I keaxe and I ieeaxe >Li:l 
pay le; îkc fee, (hny (3U) &yi el leecipi uf ci: imnk-e Fi.en Peb'iAo^ . If 
: &l,:i.'; vl Tep''d.iei: -ri' ab'ie l':e\e M:;:,e.(/ec a. (ki\ egrccaicnl Iwiaiic :ieec'.<iry. ;!% 
h*h«hcr aura be eiyaailcd m mùi'aiKe:
IL  K:e I ke-:\eeii|j:l ?caJdie Cubk'ke: .cie(I; eepy ol'Ae] ieen^ ei l'>erçitYaM:d irem 
%  WqA(s) umkr Âgfcei^iiL:
MPy wgkiered «n Eix^amd #nd *»#) numb* f TZE:-. wg uz-ed
286
MRP: Do dysphoric students have an enhanced theory of mind?
PEARSON I
.0 : Ar.R.%
-li ::cpnK3i
I I \  I '   ^ ' It'../ k i . ) , I ' e  : n ifu L \ib \ . i\ : 'W  rrny
'w l ' /  ' "c  ,k  P. n he lii. U.vi x. % ,11 ;u ' ' :,iK. nry
* t'.l \ v.i'b , . J
Î) .  I k  ILVJ Yc aekaew kdae> ,a,l epee- dial lW lua'iled luuki :k;> \çrcci .a.l by
Ibe Peb'.ixr d,' i,.e eMcnd :.n\ (hud paAy n^i'enal die Purifier u4:l:v' llx  
l.lrensre i' uztUdce' ni lie %' :W'i l:ie l.icenx;e r  lulb fe'p,m.:blc ù<ok;':iaey ..ay 
itLs "..11-"' ,1'O'ikt kri'"' \\rb i, t'k' i" .;d
:4. 'lhi,.\;'recmei:l'ba'IK\aineellee;iiei'nb in kevevd ed k  ;!iel;,'rsee%6:n;kiMy 
Aee(lWivyd=if
)f. I be, p'Ci.iaeni eel.i.'.ia, li e iMJC Agkuixaa be:%Aa: ike pM:»-. and Iheie me r e:; ed 
ke'MU ,::. |iiicr :nJ enlWe:.:: wdeNanAu^r. urJ apLvnn.il',. \n  :c,cd:i,.% <u 
m xhlk"::' » ofibi' Agkvriez; irk! beiukd unk" n wMiny ,'(ul fieiiiY by k'Hi ; j:lv'
k \ Kei'XkCe.s ,C'(l,e pkecu: il' /)y':ea1 exeeullwiur pobi'iLiiiee. A.\ Ayi'\::te!ii >*«i : %v 
p.nenxd i '3  aad r'ei'W edtr'ue: ike ,u.. -I'fd ie  I aii.-d Kmed m
PKARSOX ASX!:SX\n M
A dhKîOJ? uf Pearson Lducatkn L id
g gZTTKÛi'MC Cote' SLwr
»' coLwmc t(6*,eo is/Wn
Suaaiue a,,,'
f,..
Pnnicd Xaaie Siw Y.
I ,-ul.u;. 
WlZR'RL
U;le
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Appendix H -  Stimuli and scoring for the PHQ-9
Over the last 2 weeks, how often have you been bothered by any of
Not at all Several
days
More than 
half the 
days
Nearly 
every day
1 . Little interest or pleasure in 
doing things
0 1 2 3
2 . Feeling down, depressed, or 
hopeless
0 1 2 3
3. Trouble falling or staying asleep, 
or sleeping too much
0 1 2 3
4. Feeling tired or having little 
energy
0 1 2 3
5. Poor appetite or overeating 0 1 2 3
6 . Feeling bad about yourself -  or 
that you are a failure or have let 
yourself or your family down
0 1 2 3
7. Trouble concentrating on things, 
such as reading the newspaper 
or watching television
0 1 2 3
8 . Moving or speaking so slowly 
that other people could have 
noticed. Or the opposite -  being 
so fidgety or restless that you 
have been moving around a lot 
more than usual
0 1 2 3
9. Thoughts that you would be 
better off dead, or of hurting 
yourself in some way
0 1 2 3
add columns:
TOTAL:
Step 1: Each item in the column labelled “Several days” should be 
counted and multiplied by one, this figure should be entered below 
that column.
Step 2: Each item in the column labelled “More than half the days” 
should be counted and multiplied by two, this figure should be 
entered below that column.
Step 3: Each item in the column labelled “Nearly every day” should 
be counted and multiplied by three, this figure should be entered 
below that column.
Step 4: All totals for the three columns should be added together. 
This is the SEVERITY SCORE.
(www.depression-primarvcare.org)
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Appendix I - MASQ-D30 stimuli and scoring Instructions 
instruction:
This is a list of feelings, problems and experiences that people 
sometimes have. Read every item and mark the answer, using a 
that describes best to what extent you experienced each feeling 
during the past week, including today.
Notât
all
A little Quite
Strong
Strong Extremely
1 1 felt confused
2 1 was startled easily
3 1 felt successful
4 1 felt worthless
5 1 felt nauseous
6 1 felt really happy
7 1 felt irritable
8 1 felt dizzy or light-headed
9 1 felt optimistic ,
10 1 felt hopeless
11 1 felt like 1 was having a lot of fun
12 1 blamed myself for a lot of 
things
13 1 felt dissatisfied with everything
14 1 felt like 1 accomplished a lot
15 1 was trembling or shaking
16 1 felt like 1 had a lot to look 
forward to
17 1 felt pessimistic about the 
future
18 1 had pain in my chest
19 1 felt really talkatiye
20 1 had hot or cold spells
21 1 was short of breath
22 1 felt really ‘up’ or lively
23 1 felt inferior to others
24 My muscles were tense or sore
25 1 had trouble making decisions
26 1 felt like 1 had a lot of energy
27 My heart was racing or pounding
28 1 worried a lot about things
29 1 felt really good about myself
30 1 had trouble swallowing
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Table 1: the numbers of the MASQ-D30/MASQ items that form the 3 
MASQ-D30 subscales
MASQ-D30 Subscale MASQ-D30 items
General Distress (GD) 1 .4 , 7, 10, 12, 13, 17, 23, 25, 28
Anhedonic Depression (AD) 3, 6 , 9, 11. 14, 16, 19 ,22 , 26, 29
Anxious Arousal (AA) 3, 5, 8 , 15, 18, 2 0 ,2 1 ,2 4 , 27, 30
The 3 scales are computed by adding the responses on the items 
listed in each of the cells in column 2 of Table 1 above. For the AA 
the items in column two were added up, each item had a score from 
1 to 5, giving a maximum score of 50.
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Appendix J -  Reading the Mind in the Eyes
Reading the mind in the eyes
Instructions
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Appendix K - Strange Stories stimuli and scoring key
Simon is a big liar. Simon’s brother Jim knows this, he knows that
(1) Simon never tells the truth! Now yesterday Simon stole Jim’s 
ping-pong paddle, and Jim knows that Simon has hidden it 
somewhere, though he can’t find it. He’s very cross. So he finds 
Simon and he says, “Where is my ping-pong paddle? You must 
have hidden it either in the cupboard of under your bed?” Simon tells 
him the paddle is under his bed.
Q; Why will Jim look in the cupboard for the paddle?
Scoring key
2 points -  reference to Jim knowing Simon lies 
1 point -  reference to fact (that’s where it really is, Simon’s a big liar) 
or Simon hiding it without reference to implications of lying 
0 points -  reference to general nonspecific information (because he 
looked everywhere else)
(2) During the war, the Red army captures a member of the Blue 
army. They want him to tell them where the army’s tanks are; they 
are either by the sea or in the mountains. They know that the 
prisoner will not want to tell them, he will want to save his army, and 
so he will certainly lie to them. The prisoner is very brave and very 
clever, he will not let them find his tanks are really in the mountains. 
Now when the other side asks him where his tanks are, he says, 
“They are really in the mountains.”
Q : Why did the prisoner say that?
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Scoring key
2 points -  reference to fact that other army will not believe and hence 
look in other place, reference to prisoner’s realisation that that’s what 
they’ll do, or reference to double bluff
1 point -  reference to outcome (to save his army’s tanks) or to 
mislead them
0 points -  reference to motivation that misses the point of double 
bluff (he was scared)
(3) Brian is always hungry. Today at school it is his favourite meal -  
sausages and beans. He is a very greedy boy, and he would like to 
have more sausages than anybody else, even though his mother will 
have made him a lovely meal when he gets home! But everyone is 
allowed two sausages and not more. When it is Brian’s turn to be 
served, he says, “Oh, please can I have four sausages, because I 
won’t be having any dinner when I get home!”
Q: Why does Brian say this?
Scoring key
2 points -  reference to fact that he’s trying to elicit sympathy, being 
deceptive
1 point -  reference to his state (greedy), outcome (to get more 
sausages) or factually incorrect
0 points -  reference to general nonspecific information
(4) Jill wanted to buy a kitten, so she went to see Mrs. Smith, who 
had lots of kittens she didn’t want. Now Mrs. Smith loved the kittens, 
and she wouldn’t do anything to harm them, though she couldn’t 
keep them all herself. When Jill visited she wasn’t sure she wanted 
one of Mrs. Smiths’s kittens, since they were all males and she had
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wanted a female. But Mrs. Smith said, “If no one buys the kittens I’ll 
just have to drown them!”
Q: Why did Mrs. Smith say that?
Scoring key
2 points -  reference to persuasion, manipulating feelings, trying to 
induce guilt/pity
1 point -  reference to outcome (to sell them or get rid of them in a 
way which implies not drowning) simple motivation (to make Jill sad)
0 points -  reference to general knowledge or dilemma without 
realisation that the statement was not true (she’s a horrible woman)
(5) One day Aunt Jane came to visit Peter. Now Peter loves his aunt 
very much, but today she is wearing a new hat; a new hat which 
Peter thinks is very ugly indeed. Peter thinks that his aunt looks silly 
in it, and much nicer in her old hat. But when Aunt Jane asks Peter, 
“How do you like my new hat?”, Peter says, “Oh, it’s very nice.”
Q: Why does he say that?
Scoring key
2 points -  reference to white lie or wanting to spare her feelings; 
some implication that this is for aunt’s benefit rather than just for his, 
desire to avoid rudeness or insult
1 point -  reference to trait (he’s a nice boy) or relationship (he likes 
his aunt); purely motivational (so she won’t shout at him) with no 
reference to aunt’s thoughts or feelings; incomplete explanation (he’s 
lying, he’s pretending)
0 points -  reference to irrelevant or incorrect facts/feelings (he likes 
the hat, he wants to trick her)
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(6) Helen waited all year for Christmas, because she knew at 
Christmas she could ask her parents for a rabbit. Helen wanted a 
rabbit more than anything in the world. At last Christmas day arrived, 
and Helen ran to unwrap the big box her parents had given her. She 
felt sure it would contain a little rabbit in a cage. But when she 
opened it, with all the family standing round she found her present 
was just a boring old set of encyclopaedias, which Helen did not want 
at all! Still, when Helen’s parents asked her how she liked her 
Christmas present, she said, “It’s lovely, thank you. It’s just what I 
wanted.”
Q: Why did she say this?
Scoring key
2 points -  reference to white lie or wanting to spare their feelings; 
some implication that this is for parents’ benefit rather than just for 
her, desire to avoid rudeness or insult
1 point -  reference to trait (she’s a nice girl) or relationship (she likes 
her parents); purely motivational (so they won’t shout at her) with no 
reference to parents’ thoughts or feelings; incomplete explanation 
(she’s lying, she’s pretending)
0 points -  reference to irrelevant or incorrect facts/feelings (she like 
the present, she wants to trick them)
(7) Late one night old Mrs. Peabody is walking home. She doesn’t 
like walking home alone in the dark because she is always afraid that 
someone will attack her and rob her. She really is a very nervous 
person! Suddenly, out of the shadows comes a man. He wants to 
ask Mrs. Peabody what time it is, so he walks toward her. When 
Mrs. Peabody sees the man coming towards her, she starts to 
tremble and says, “Take my purse, just don’t hurt me please!”
Q: Why did she say that?
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Scoring key
2 points -  reference to her belief that he was going to mug her or her 
ignorance of his real intention
1 point -  reference to her trait (she’s nervous) or state (she’s scared) 
or intention (so he wouldn’t hurt her) without suggestion that fear was 
unnecessary
0 points -  factually incorrect/irrelevant answers; reference to the man 
actually intending to attack her
(8) A burglar who has just robbed a shop is making his getaway. As 
he is running home, a policeman on his beat sees him drop his glove. 
He doesn’t know the man is a burglar he just wants to tell him he 
dropped his glove. But when the policeman shouts out to the 
burglar, “Hey, you! Stop!”, the burglar turns round, sees the 
policeman and gives himself up. He puts his hands up and admits 
that he did the break-in at the local shop.
Q: Why did the burglar do that?
Scoring key
2 points -  reference to the belief that the policeman knew that he’d 
burgled the shop
1 point -  reference to something factually correct in story 
0 points -  factually incorrect/irrelevant answers.
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Appendix L -  Stimuli and scoring for the faux-pas task
1. Stephanie is a three-year-old girl with a round face and short 
blonde hair. She was at her Aunt Jane’s house. The doorbell rang 
and her Aunt Jane answered it. It was Mary, a neighbour, who 
decided to drop over for a chat. "Hi," Aunt Jane said, "Nice of you to 
drop over." Mary said, "Hello," then looked at Stephanie and said, 
"Oh, I don't think I've met this little boy. What's your name?"
a) Did anyone say something they shouldn't have said or something 
awkward?
If yes, ask: If no, ask:
b) Who said something they 
shouldn't have said or something 
awkward?
Who was the first person in the 
story to say something?
c) Why shouldn't he/she have 
said it or why was it awkward?
How did the person/people she 
spoke to react to what Aunt Jane 
said?
d) Why do you think he/she said 
it?
Why do you think he/she said it?
e) Did Mary know that Stephanie 
was a girl?
Did Mary know that Stephanie 
was a girl?
f) How do you think Stephanie 
few?
How do you think Stephanie felt?
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g) In the story, where was Stephanie?
h) Why did Mary come for a visit?
2. Jim was shopping for a shirt to match his suit. The salesman 
showed him several shirts. Jim looked at them and finally found one 
that was the right colour. But when he went to the dressing room and 
tried it on, it didn't fit. "I'm afraid it's too small," he said to the 
salesman. "Not to worry," the salesman said. "We'll get some in next 
week in a larger size." "Great. I'll just come back then," Jim said.
a) Did anyone say something they shouldn't have said or something 
awkward?
If yes, ask: If no, ask:
b) Who said something they 
shouldn't have said or something 
awkward?
Who was the first person in the 
story to say something?
c) Why shouldn't he/she have 
said it or why was it awkward?
How did the person he spoke to 
react to what Jim said?
d) Why do you think he/she said 
it?
Why do you think he/she said it?
e) When he tried on the shirt, did 
Jim know they didn’t have it in 
his size?
When he tried on the shirt, did 
Jim know they didn’t have it in his 
size?
f) How do you think Jim felt? How do you think Jim felt?
g) In the story, what was Jim shopping for?
306
MRP: Do dysphoric students have an enhanced theory of mind? 
h) Why was he going to come back next week?
3. Helen's husband was throwing a surprise party for her birthday. He 
invited Sarah, a friend of Helen's, and told her not to tell anyone, 
especially Helen. The day before the party, Helen was over at 
Sarah's house and Sarah spilt some coffee on a new dress that was 
hanging over a chair. "Oh!" said Sarah, "I was going to wear this to 
your party!" "What party?" asked Helen. "Come on," said Sarah, 
"Let's go and see if we can get this stain out."
a) Did anyone say something they shouldn't have said or something 
awkward?
If yes, ask: If no, ask:
b) Who said something they 
shouldn't have said or something 
awkward?
Who was the first person in the 
story to say something?
c) Why shouldn't he/she have 
said it or why was it awkward?
How did the person she spoke to 
react to what Sarah said?
d) Why do you think he/she said 
it?
Why do you think he/she said it?
e) Did Sarah remember that the 
party was a surprise party?
Did Sarah remember that the 
party was a surprise party?
f) How do you think Helen felt? How do you think Helen felt?
g) In the story, what got spilled on the dress?
h) Why did Sarah buy a new dress?
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4. Kim's cousin, Terence, was coming to visit and Kim made an apple 
pie especially for him. After dinner, she said, "I made a pie just for 
you. It's in the kitchen." "Mmmm, delicious" replied Terence, "I love 
pies! Oh... except for apple pies - 1 hate those."
a) Did anyone say something they shouldn't have said or something 
awkward?
If yes, ask: If no, ask:
b) Who said something they 
shouldn't have said or something 
awkward?
Who was the first person in the 
story to say something?
c) Why shouldn't he/she have 
said it or why was it awkward?
How did the person she spoke to 
react to what Kim said?
d) Why do you think he/she said 
it?
Why do you think he/she said it?
e) Did Terence know it was an 
apple pie?
Did Terence know it was an 
apple pie?
f) How do you think Kim felt? How do you think Kim felt?
g) In the story, why did Kim make a pie?
h) How did Kim and Terence know each other?
5. Rachel took her dog, Zack, out to the park. She threw a stick for 
him to chase. When they had been there a while, Pam, a neighbour
308
MRP: Do dysphoric students have an enhanced theory of mind?
of hers, came by. They chatted for a few minutes. Then Pam asked, 
"Are you heading home? Would you like to walk together?" "Sure," 
Rachel said. She called Zack, but he was busy chasing pigeons and 
didn't come. "It looks like he's not ready to go," she said. "I think we'll 
stay." "OK," Pam said. "I'll see you later."
a) Did anyone say something they shouldn't have said or something 
awkward?
If yes, ask: If no, ask:
b) Who said something they 
shouldn't have said or something 
awkward?
Who was the first person in the 
story to say something?
c) Why shouldn't he/she have 
said it or why was it awkward?
How did the person she spoke to 
react to what Pam said?
d) Why do you think he/she said 
it?
Why do you think he/she said it?
e) When she invited her, did Pam 
know that Rachel wouldn’t be 
able to walk home with her?
When she invited her, did Pam 
know that Rachel wouldn’t be 
able to walk home with her?
f) How do you think Pam felt? How do you think Pam felt?
g) In the story, where had Rachel taken Zack?
h) Why didn’t she walk with her friend Pam?
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6. Joe was at the library. He found the book he wanted about hiking 
in New Zealand and went up to the front counter to check it out. 
When he looked in his wallet, he discovered he had left his library 
card at home. "I'm sorry," he said to the woman behind the counter. 
"I seem to have left my library card at home." "That's OK," she 
answered. "Tell me your name, and if we have you in the computer, 
you can check out the book just by showing me your driver’s licence."
a) Did anyone say something they shouldn't have said or something 
awkward?
If yes, ask: If no, ask:
b) Who said something they 
shouldn't have said or something 
awkward?
Who was the first person in the 
story to say something?
c) Why shouldn't he/she have 
said it or why was it awkward?
How did the person he spoke to 
react to what Joe said?
d) Why do you think he/she said 
it?
Why do you think he/she said it?
e) When Joe went into the 
library, did he realise he didn’t 
have his library card?
When Joe went into the library, 
did he realise he didn’t have his 
library card?
f) How do you think Joe felt? How do you think Joe felt?
g) In the story, what book did Joe get at the library?
h) How was he going to be able to check out his book?
310
MRP: Do dysphoric students have an enhanced theory of mind?
7. Anne bought her friend, Jeanette, a crystal bowl for a wedding gift. 
Jeanette had a big wedding and there were a lot of presents to keep 
track of. About a year later, Anne was over at Jeanette’s house one 
night for dinner. Anne accidentally dropped a wine bottle on the 
crystal bowl and the bowl shattered. "I'm really sorry. I've broken your 
bowl," said Anne. "Don't worry," said Jeanette. "I never liked it 
anyway. Someone gave it to me for a wedding present."
a) Did anyone say something they shouldn't have said or something 
awkward?
If yes, ask: If no, ask:
b) Who said something they 
shouldn't have said or something 
awkward?
Who was the first person in the 
story to say something?
c) Why shouldn't he/she have 
said it or why was it awkward?
How did the person she spoke to 
react to what Anne said?
d) Why do you think he/she said 
it?
Why do you think he/she said it?
e) Did Jeanette remember that 
Anne had given her the bowl?
Did Jeanette remember that 
Anne had given her the bowl?
f) How do you think Anne felt? How do you think Anne felt?
g) In the story, why was Anne over at Janette’s house?
h) How did the bowl get broken?
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8. Mike, a nine-year-old boy, just started at a new school. He was in 
one of the cubicles in the toilets at school. Joe and Peter, two other 
boys, came in and were standing at the basins talking. Joe said, "You 
know that new guy in the class? His name's Mike. Doesn't he look 
weird? And he's so short!" “Yeah,” said Peter. Mike came out of the 
toilet cubicle and Joe and Peter saw him. Peter said, "Oh hi, Mike! 
Are you going out to play football now?"
a) Did anyone say something they shouldn't have said or something 
awkward?
If yes, ask: If no, ask:
b) Who said something they 
shouldn't have said or 
something awkward?
Who was the first person in the 
story to say something?
c) Why shouldn't he/she have 
said it or why was it awkward?
How did the person/people he 
spoke to react to what Joe said?
d) Why do you think he/she said 
it?
Why do you think he/she said it?
e) When Joe was talking to 
Peter, did he know that Mike 
was in one of the cubicles?
When Joe was talking to Peter, 
did he know that Mike was in one 
of the cubicles?
f) How do you think Mike felt? How do you think Mike felt?
g) In the story, where were Joe and Peter talking?
h) Why were Joe and Peter talking about Mike?
312
MRP: Do dysphoric students have an enhanced theory of mind?
9. Elaine was waiting at the bus stop. The bus was late and she had 
been standing there for a long time. She was 65 and it made her tired 
to stand for so long. When the bus finally came, it was crowded and 
there were no seats left. She saw a neighbour, Paul, standing in the 
aisle of the bus. "Hello, Elaine," he said. "Were you waiting at the bus 
stop for long?" "About 20 minutes," she replied. A young man who 
was sitting down got up. "Ma'am, would you like my seat?"
a) Did anyone say something they shouldn't have said or something 
awkward?
If yes, ask:
b) Who said something they 
shouldn't have said or 
something awkward?
c) Why shouldn't he/she have 
said it or why was it awkward?
d) Why do you think he/she said 
it?
e) When Elaine first got on the 
bus, did Paul know how long she 
had been waiting?
f) How do you think Elaine felt?
If no, ask:
Who was the first person in the 
story to say something?
How did the person/people he 
spoke to react to what Paul said?
Why do you think he/she said it?
When Elaine got on the bus, did 
Paul know how long she had 
been waiting?
How do you think Elaine felt?
g) In the story, were there any vacant seats on the bus when Elaine 
got on?
h) Why was she waiting at the bus stop for 20 minutes?
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10. Tom was having dinner in a restaurant and spilt some coffee on 
the floor by accident. "Excuse me," he said to a nearby waiter, “Sorry 
but I’ve spilt some coffee on the floor.” That’s OK, I'll get you another 
cup of coffee," said the waiter. The waiter was gone for a while. 
Adam was another customer in the restaurant, and was wearing 
black pants and a white shirt. He was standing near the cashier 
waiting to pay his bill. Tom went up to Adam and said, “I spilt some 
coffee over near my table. Can you come and clean it up?"
a) Did anyone say something they shouldn't have said or something 
awkward?
If yes, ask: If no, ask:
b) Who said something they 
shouldn't have said or something 
awkward?
Who was the first person in the 
story to say something?
c) Why shouldn't he/she have 
said it or why was it awkward?
How did the person he spoke to 
react to what Tom said?
d) Why do you think he/she said 
it?
Why do you think he/she said it?
e) Did Tom know that Adam was 
another customer?
Did Tom know that Adam was 
another customer?
f) How do you think Adam felt? How do you think Adam felt?
g) In the story, what did Tom spill?
h) Why was Adam standing near the cashier?
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Appendix M -  Mill Hill StimulP
Synonyms
In each group below, carefully select the word that is closest in meaning to the word 
in bold above the group. If you are not sure of the answer have a guess. The first 
one has been done for you as an example. Work through the all the groups of 
words.
1. Rage 6. Shrivel 11. Thrive 16. Criterion
a. Crease a. Linger a. Think a. Superior
b. Invite b. Volunteer b. Thrash b. Certitude
c. Rain c. Shiver c. Blame c. Clarion
d. Love d. Heed d. Try d. Critic
e. Anger e. Wither e. Reap e. Standard
f. Hoist f. Haunt f. Flourish f. Crisis
2. Squabble 7. Mingle 12. Docile 17. Latent
a. Saw a. Interfere a. Meek a. Delayed
b. Bubble b. Mix b. Dominant b. Potential
c. Mould c. Gamble c. Careless c. Ingenious
d. Lift d. Press d. Passionate d. Discharged
e. Photo e. Declare e. Homely e. Overburdened
f. Quarrel f. Remark f. Dumb f. Hostile
3. Connect 8. Stance 13. Virile 18. Dwindle
a. Join a. Partition a. Demanding a. Swindle
b. Lace b. Glance b. Concise b. Linger
c. Flint c. Position c. Vulgar c. Diminish
d. Field d. Fixed d. Familiar d. Pander
e. Bean e. Slope e. Manly e. Wheeze
f. Accident f. Grief f. Barbarous f. Compare
4. Provided 9. Verify 14. Virile 19. Construe
a. Harmonise a. Dedicate a. Mountain a. Prophesy
b. Hurt b. Chastise b. Conceded b. Contradict
c. Annoy c. Correct c. Appease c. Scatter
d. Divide d. Confirm d. Overcome d. Interpret
e. Commit e. Change e. Descend e. Collect
f. Supply f. Purify f. Snub f. Anneal
5. Brag 10. Formidable 15. Sultry 20. Efface
a. Choose a. Unexpired a. Instinctive a. Delete
b. Hope b. Feasible b. Sulky b. Disgust
c. Lag c. Tremendous c. Trivial c. Adjoin
d. Boast d. Ravishing d. Solid d. Rotate
e. Stone e. Orderly e. Severe e. Mark
f. Jerk f. Remembrance f. Muggy f. Ascend
^^Ravens Progressive Matrices Mill Hill Vocabulary Scale (MHV) All Multiple Choice Form Copyright 
© (1998) by Pearson, Assessment Copyright ©(2011) by Pearson, Assessment, Reproduced with 
permission. All rights reserved.
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21. Trumpery 26. Palliate 31. Cachlnnatlon
a. Etiqu0tt0 a. Regenerate a. Guffaw
b. Worthtess b. Alleviate b. Conclave
c. Amus0m0nt c. Stimuiate c. Cunning
d. H0raidry d. Qualify d. Succour
e. Highest e. Imiatate e. Conjunction
f. Final f. Erase f. Controversy
22. Perpetrate 27. Adulate 32. Exiguous
a. Appropriat0 a. Increase a. Exhausting
b. Propitiata b. Admire b. indigenous
c. Commit c. Fiatter c. Scanty
d. Control d. Waver d. Prodigious
e. Ü0fac0 e. Prosper e. Esoteric
f. Piorco f. inflate f. Expedient
23. Glower 28. Felicitous 33. Putative
a. Scowl a. Sincere a. Punishable
b. Disguiso b. Valedictory b. Supposed
c. Aorato c. Voracious c. Aggressive
d. Shino d. Faithfui d. Computable
0 . Gloat e. Altruistic e. Worthless
f. Extinguish f. Opportune f. Reconcilable
24. Sensual 29. Ambit 34. Manumit
a. Controvorsial a. Talisman a. Manufacture
b. Nocossary b. Armature b. Enumerate
c. Rational c. Camber c. Accomplish
d. Carofui d. Confines d. Liberate
e. Crucial e. Arc e. Emanate
f. Carnal f. Ideai f. Permit
25. Obdurate 30. Recondite
a. Formidable a. Briiliant
b. Hesitant b. Vindictive
c. Exorbitant c. Indifferent
d. Permanent d. Effervescent
0 . Stubborn e. Abstruse
f. Obsoiete f. Wise
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SetB
The first one has been done for you. Work through the groups of words.
1. Malaria 6. Resemblance 11. Prosper 16. Amulet
a. Basement a. Memory a. Imagine a. Cameo
b. Theatre b. Assemble b. Succeed b. Flirtation
c. Ocean c. Attendance c. Punish c. Charm
d. Fever d. Fondness d. Propose d. Jacket
e. Fruit e. Repose e. Beseech e. Crest
f. Tune f. Likeness f. Trespass f. Savoury
2. Fascinated 7. Anonymous 12. Lavish 17. Garrulous
a. iil-treated a. Applicable a. Unaccountable a. Talkative
b. Poisoned b. Insulting b. Romantic b. Massive
0. Frightened c. Nameless c. Extravagant c. Ridiculous
d. Modelled d. Magnificent d. Selfish d. Daring
e. Charmed e. Fictitious e. Lawful e. Ugly
f. Copied f. Untrue f. Praise f. Fast
3. Liberty 8. Elevate 13. Immerse 18. Libertine
a. Freedom a. Raise a. Frequent a. Profligate
b. Rich b. Revolve b. Reverse b. Farrago
0. Forest c. Waver c. Rise c. Regicide
d. Worry d. Move d. Hug d. Rescuer
e. Serviette e. Work e. Dip e. Canard
f. Cheerful f. Disperse f. Show f. Missionary
4. Stubborn 9. Task 14. Conciliate 19. Bombastic
a. Steady a. Horn a. Congregate a. Democratic
b. Obstinate b. Trap b. Pacify b. Bickering
0. Orderly c. Problem c. Compress c. Destructive
d. Hopeful d. Game d. Reverse d. Anxious
e. Hollow e. Jail e. Radiate e. Cautious
f. Slack f. Job f. Strengthen f. Pompous
5. Precise 10. Courteous 15. Envisage 20. Levity
a. Natural a. Dreadful a. Enfeeble a. Parsimony
b. Faulty b. Polite b. Surround b. Salutary
0. Stupid c. Curtsey c. Activate c. Alacrity
d. Exact d. Proud d. Contemplate d. Frivolity
e. Grand e. Short e. Estrange e. Velieity
Small f. Truthful f. Regress f. Tariff
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21. Whim 26. Fecund 31. Sedulous
a. Complain a. Esculent a. Rebellious
b. Tonic b. Profound b. Complaisant
c. Wind c. Sublime c. Seductive
d. Noise d. Optative d. Dilatory
e. Fancy e. Prolific e. Diligent
f, Rush f. Salic f. Credulous
22. Ruse 27. Abnegate 32. Nugatory
a. Limb a. Contradict a. Inimitable
b. Tnck b. Renounce b. Sublime
c. Cobur c. Belie c. Numismatic
d. Paste d. Decry d. Adamant
e. Burn e. Execute e. Contrary
f. Rude f. Assemble f. T ^^g
23. Recumbent 28. Traduce 33. Adumbrate
a. Fugitive a. Challenge a. Foreshadow
b. Umwbby b. Suspend b. Detect
c. Penitent c. Misrepresent c. Elaborate
d. Cumbersome d. Attenuate d. Protect
e. Repelling e. Establish e. Eradicate
f. Reclining f. Conclude f. Approach
24. Querulous 29. Vagary 34. Minatory
a. Astringent a. Vagabond a. Implacable
b. Petulant b. (Dbscunty b. Belittling
c. Inquiring c. Evasion c. Depository
d. Fearful d. Caprice d. Diminutive
e. Curious e. Vulgarity e. Quiescent
f. Spuhous f. FaWacy f. Threatening
25. Temerity 30. Specious
a. Impermanence a. Fallacious
b. Nervousness b. Palatial
c. Punctuality c. Nutritious
d. IRashness d. Coeval
e. Stability e. Typical
f. Submissiveness f. Flexible
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Appendix N -  Invitation e-mail for the survey 
Online survey with prize draw
Strauss C Dr (Psychology)
Sent: 07 April 2011 09:32
To: Auto List for ail UG - Faculty - FAHS - Level All
Cc: Edwards PB Ms tPG/R - Psychology): Warren FM Dr (Psychology)
Dear Student,
If you are an undergraduate student 
I need you!
Please could you spare 30 -  45 minutes to complete an online survey about facial 
and social cues. As a thank-you for completing the survey, there is the opportunity 
to win a £25 Amazon voucher (terms and conditions apply, you must provide your 
address at the end of the survey for the opportunity of voucher to be sent to you)
Your participation is completely voluntary and responses will not be linked to any 
personal information making the process anonymous. Please click the link below to 
access the survey and for further information (if you have any problems with the link 
please copy it and paste it in the address bar).
http://www.fahs.surrev.ac.uk/survev/Cues/
Thank you in advance 
Blossom
Blossom Edwards
Trainee Clinical Psychologist
Please feel free to contact me:
Tel: 01483 689441 (this number takes you to Charlotte King who will take a 
message for me to ring you back) 
e-mail: p.b.edwards@surrey.ac.uk
Address:
Department of Psychology 
University of Surrey 
Guildford 
GU2 7XH
If you are currently experiencing any emotional difficulties please seek support from 
the university wellbeing centre, your GP or contact one of the following services 
who can help you through a difficult time.
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NHS Direct: 0845 4647 
website: www.nhsdirect.nhs.uk
For health advice and reassurance, 24 hours a day, 365 days a year.
Samaritans: 08457 909090
e-mail: jo@samaritans.org
website: httD://www.samaritans.ora
address: Chris, P. O. Box 9090, Stirling FK8 2SA
Samaritans provides confidential non-judgemental emotional support, 24 hours a 
day for people who are experiencing feelings of distress or despair, including those 
which could lead to suicide.
SANE: 0845 767 8000 
e-mail: sanemail@sane.org.uk 
website: www.sane.ora.uk
SANE provides care and support for people with mental health problems, their 
families and carers as well as information for other organisations and the public.
Blossom Edwards 
Trainee Clinical Psychologist
Surrey and Borders Partnership NHS Trust
Department of Psychology
University of Surrey
Guildford
GU2 7XH
Save the environment - think before you print
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Appendix O -  Pdf screen shots of the on line survey including 
information page, demographic questionnaire, consent, 
standardised debriefing.
Information page
[3
Facial and social cues study
Partic#«*t inA>rmatkm sheet
t#eUmeWnW#ke WiMwg
W«*m#UoRp&B#e««iKidM#***therar#otyow#«dW#*w W epw tkd* jAù*t»tÀ*pmAe#mÿowpkm#*m*aim»uÿiiUK«y*KA&mt«^*dWÿm]pw«m«e;#mk#%&D%iMk 
#tWA#(Wm«y Wi#WmmMythiMkk
metwmcf *eewn*nt3%w4»W Wi#tlMMmyp(kwponi«hit«ei«»#**Wé%
md WËgmdhMfM'«M*moodmÊÿîmipw*meALGMM««r*mùMW ;em#hep*Wyh#%iu:lm#mpMm* 
pgyq**kg#eËthM#»$pppM#»Ww»m«ybe«ipeHenë%a#iKdxmm*aKk'«MKklkMWi#M 
od)«M.
TW:«wm%%wdykWWk$«fo*nBMm«hb«Mdm%mwemd^ a*aeiif:he*WbM#SWm. %w«M 
b*MgMWWpmA*q;*kmtk%wdyl)#ww%ywmr*#md(###aHWAwmwn%.
; jw #**#*% tW*%wdYwW«#y *pewW*9rRoA»i 1AM* WD^CEmiStimwmpwtef my 
&MMw«»*mMË§*ma*WP:yekd ^
WgNM«*WW#ppfmW#mr#k$w^ 
in*UËwn%ofSum^F««Ay4^Art:«iWMkMN*Sc<««««&W«CoKwma%e* Wm4ew#d#«d»ppNN*d
*h«t*#*Mppmtoyow*fyouoh(Meto«#k*p#rd
qimdem«à*:t»«PNÿkte.Thmeq«a%kmWMMMkËm»hù*ÿoi*mM WBmg, 
«WmammMfyMdowmmeMWifkWaqHeLYheAudywaWi* 
TWw#W&W*d^*Wp%*#K*#«W«f A*%Wdy##kmK W W eA* 
reK#MÈm«deW*md,*yoNmM«Kp««emw%*yé^Pcm,mgMppit i ab«***«*k«MA«^p^^ 
«uMNNt#mm#yaufeelkëMKpm!a.
W#«nfe*p*Ma&W*AbKmna#W»«fWd*gp#rd
Rwki
ki(0*edbk, jàd*wÿkwMNwW««im<w»WWy{fywMk0*dWmMLamymm#y W *W *tk e d  
aftjH- oompkümg (he qunbmmwrna. îfee qunbbwwka sak gmsral q a a d «  about y u r mood. W hitt it
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k w : the initnVon, v-t k inKely tb»: tKk wR k  L3%A*r^,. :: % you %
e." . Yoi nray ^ vkS »  ( aii^ der to *N (^c t: mx%t u; *vkh
vft :ip@ty ;o T t fo* :o jrw  of ftm tr  Ropo# for you m tSo ;h»t y%(
that you reqwiwk,
cX) v/".! b$ ororynktc R/ch :k%t the »n:, w : t: tht cuKtizmr "t: c«T.:: be I'lW  v-:Â 6e 
îf^ üvSdLiR who ::<rok:ed thoT. :f y:u ohooz :: ix ooiored T:: t% pra cr*,r and :,g>{y your deuLil:, 
th$:o wit X  kpi x ;  arate^ y 4om y;ir ar^ z.vocheot.
ttt t%  dau ar. j  dxuTo itator rektirg t: m k^ j  bo t.tp: h  a (oc^oc cabko: a"»: Oüty
tho*o rwta%:'&ei difecty in^oivtd n  rexarch «vit, Save x x s  % :h& data.
What w:I( happen to the retLk: of the ttudy?
T x  rcutt: of the :tasy WL be o ib l'iie j tbe Vrnecky Ifi^ary acd ;: k  hoped t'la t they Ait. a::o be 
pabUdiwle^vkhk an x a c e rk  jowrat. A: abc.e, yoa n :t iôentff able v /^ T , ary pattkat'oi.
Yfho C0 1 need to tpeek to if I decide to withdraw fro* th e Aidy or tf I wen:*OM infomiatki?
Yoi; are arder eo :W taâ:r to tat e pa't h  tie  :ti,dy ar,c yoL d: n« ha'.e w give a %a:w. If ya. need % 
ta:*, to Mfecr.e. or have any euettkn: a^ oat Ae tta;^. :teax Wave a *»%;$» for blo::oT E:"-;*:: at 
the Viive'sky cf^rreyoeCHO 6S944I1.
If you "wve aey oomcen: about yo.fr Tood or have iA:ugSt: about hamk(g y%netf, oteax ::r.ta:t your 
the an-v^ity WeR'bf ig centre. :rone of the tupport orgarkatian: onthe folb'vbg page.
To tale can in rexa'cS plewe wiralete the c:r.:er.: forr |if y:u vXii to be enx'cd f:r the prix 
dtw pWaae give you" at'dres on tne eonter:: f:m ) foRov.ec by rie cve;±nnaT«.
jAary thank 
EioüOT Edvvar±
w
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Demographic questionnaire
Tkwtyeu tor mynefmg to Wk* fWMWob Awmpkw TW khoMfymi iM&rmrniwI meekw&Mi «otkm. kk*y##6wK«fMwa»ehbe&%u#AwWMNik yew to *MMW & W'eiwMpW md jwrne
b e # w *q im M i# N # W M e qiMmÜyw #  W W u n k lM Ü ip e ^ wiWMHÿaiW lM MRdmiil W y . Y cw #m m K
ÿ"——%ee*
Ymymgemym#*:
Wh^ ef AeWkMfeAmkymwpdeyow WlWadKeHbMyW^
|lAV»(*Y«3l i*Ww*«AVj
W *v«A*m*NiWkpMW
INOMwm «MO«M«Mm gw»«oc»aB»e»w«w«w«iowM«ow^
n Wf «##«### »W#*W
ww
|SW»-W8SI^^StgriB
 IJ' H.
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""tZjl W. AV WWMWl WKk#WMl I
ikow#
leSimSw^Tn X««hiNkN»^#_#W#ff
”W"
BrrfWyMMK *tmàc « *  foss.,.!
U=f=g=2:ll5WWN*»*«m*
S5^^E2sww#***w
ytn-ifimnimwrtviTfi mn-nrnTrtinwKgm 6.$ 8 * *
P Mwe -« fe lt fm ir higtest fes«l « Î «daesSare:
w##*w
W$«4 t%WA^t«
WW«m»nA#**
W#n*y poAP###» W"#m #* *Wm$
}<»âüie»fe*»!*v«i»t»
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Signposting page at the beginning of the survey
This provided guidance to seek support from their GP if the 
participant was in distress or another source, such as the university 
well-being centre.
Advice support
contact omt of A* MlawkigMfnhhM who*** you OwxagihkAfihcwktRn*.
l#5mmct:0#454M7
webAc: httsr/A v/wr itdkcit.nht.kh
webAe: c r
&mmnbmspnMWei(m#kiAMncm-^ N%;emeoMgma#W»qycPt,24bBUM»AKyfofpM|(dev^
mew4S76ym0
MnaR:
wAAt:
mWmmtjkm$or(#efOf%«è»îkmaodAepiÉ#L
NW
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Consent
a Consent
Ihmrebemÿvrn Ae<9portm%tD«k(pi!td%m:«;eaaqxxA:ofthe AK^mdhmwmAïfaoocieic 
MW%Wpam&%wùb&Wdh AeiArWbeA«mMenM^«dWmoBBn!l«Me%%e*W»{Wli«#8mABt
W#mfnxtowWi&*wWmtWao^ #k#^ %kaew*k*A
bcW#rW*encUWdngmlN«(ir «&1heWt(m«fe&pa^yw#(e3&pi^ ^e#)w 
mdkpAuNÎeick&Madco«bDw«KlfrM^ <mx*WpMihé^ paî&gkWiA^
lf#tMyp;AA&iex4gw«ag&Nm#«,%WMk%Mr#dAt>W*p*rl;e&MNRA^
v6*W.
Doyw«§mxtooai^ &Ka^ .
&Ït*awiwAi»a* _
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Standardised debriefing
a
Thank you for your time and co-operation
«Aeradmady imp#eW<y kwmoed# Wbg«ÿmempwl
Mae#* Août
mneàïWdhM*. *M* AM%lwKWXd#WM(md*omafu*mnAymd%fym*«#»:b«kMt%%»tikepmt#
m*mwm#MU«m r# * M t*A a * # w mpedA#e&miyiN^#ot4*tWqwiay«fowM*W
W»m8dM«aadq0wWWp#*amaeM6y#e#*kp»y* *»gWeMeMpkL
À»«âtke*d»ii#*tW*#N%fkmmÿmwi^#&mqt<Wg#(^Wëky qM WmomÊwa^cAermmW 
Wbhp^#mKW§Wm*#Wln^»onK.5m*pM^m^lq^bmM^#lKWdMtU*^ÿM3i^on:*eywwe
they mQir$eëmWBdkmw*^ $#**eA##^ *màn§ Warn* m*e#*oüg|Wk#N*gbe**edWdy. 
HbwmN».ifymiAaMàËw*wWlékb%«mdL^de#«ooMÈW«MM8§*N i^Wm|pMr@^dewè*nAy
i#*hmM§«aÈwwW#amkmüÉa§me4^#*mM0K#AW WowvawemËKoAyauM*^ 
NKSmrneeaW##?
weWtei ____ r xi
#W^W#ddW0eWy#d#im#N%MAo#i*a*Qf, j#*y*Ayé^^
S#mw$WM:aMS7%W0
: ... ». t#: : . %
#d*e«:C&rKP 0
#agxfWd^ jWAy%ydWW##*y#,A*&*fk%*iw$%W*4*wW&*f
wmawswaGW
lf*]^È5îît. — *:: :-: S> y \yR y '■::>■ y. —y : y^ y yyy. -1% y —y'y
wetwte: '":' '
s<
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Appendix P -  Testing for normality
Skewness
Statistic Std. Error Skewness 
statistic/std. error
PhQ-9 total scores 1.248 .211 5.915
RME percentage correct .037 .211 0.175*
FPT percentage correct -1.715 .211 -8.128
SS percentage correct -.905 .211 -4.289
Positive valence (RME) -.730 .211 -3.460
Neutral valence (RME) -.448 .211 2.123
Negative valence (RME) -.096 .211 -4.550
Speed (RME) 7.528 .211 35.678
Anxiety Arousal 1.276 .211 6.047
IQ (Mill Hill) .261 .211 1.237*
*IQ (Mill Hill) and RME at 1.96 p< .05 (Field, 2009) indicate the skewness of the data meets 
the criteria for normality. However, the rest of the data does not meet the assumption for 
normality. This means that the assumptions for parametric tests are violated.
Kurtosis
Statistic Std. Error Kurtosis statistic/std. 
Error
PhQ-9 total scores 1.469 .419 3.501
RME percentage correct -.140 .419 -0.334*
FPT percentage correct 3.370 .419 8.043
SS percentage correct .793 .419 1.892*
Positive valence (RME) .279 .419 0.666
Neutral valence (RME) .573 .419 1.368
Negative valence (RME) -.414 .419 0.989
RME speed 63.945 .419 152.613
Anxiety Arousal 1.109 .419 2.647
IQ (Mill Hill) -.630 .419 -1.504*
*1Q (Mill Hill), RME, and SS at 1.96 p< .05 (Field, 2009) indicate the kurtosis of the data 
meets the criteria for normality. However, the rest of the data does not meet the assumption 
for normality. This means that the assumptions for parametric tests are violated.
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Test of Goodness of Fit (Normality)
Shapiro-Wilk
Statistic Df Sig.
PhQ-9 total scores .893 132 p< .01
RME percentage correct .987 132 .250*
FPT percentage correct .820 132 p<.01
SS percentage correct .925 132 p < .01
Positive valence .909 132 p < .01
Neutral valence .961 132 p < .01
Negative valence .956 132 .001
RME speed .272 132 p < .01
AA .860 132 p < .01
MH .967 132 .003
*The Shapiro-Wiik result for RME percentage correct is indicative of normal distribution D 
(132) = .07 ,p<.05.
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Appendix Q - Homogeneity of variance: Levene’s test results
Test of Homogeneity of Variance
Levene
Statistic
df
Sig.
RME % correct 3.669 1,130 .058
FPT % correct 3.482 1,130 .064
SS % correct 2.888 1,130 .092
Positive valence % 
correct
.053 1,130 .819
Neutral valence % 
correct
.449 1,130 .504
Negative valence % 
correct
.940 1,130 .334
RME speed .961 1,130 .329
AA 6.240 1,130 .014
MH .138 1,130 .711
Variance was not significantly different equal for non-dysphoric and 
dysphoric students on all the measures with the exception of AA, 
(RME % correct, F (1, 130) = 1.447, p = .231), (FPT % correct, F (1, 
130) = 0.370, p = .544), (SS % correct, F (1, 130) = 0.401, p = .527), 
(Positive valence, F (1, 130) = 0.401, p = .527), (Neutral valence % 
correct, F (1, 130) = 0.401, p = .527), (Negative valence % correct, F 
(1, 130) = 0.401, p = .527), (RME speed % correct, F (1, 130) = 
0.401, p = .527), (AA, F(1, 130) = 0.138, p = .711), (MH, F(1, 130) = 
0.017, p = .895).
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Appendix R -  Box plots for the two groups 
Key:
1 .0 -  Non-dysphoric group 
2.0 -  Dysphoric group
Box plot 1: Reading the Mind In the Eyes (RME) percentage correct
PHQ 9 10 cutoff
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Box plot 2: Faux Pas Test (FPT) percentage correct for the two groups
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Box plot 3: Strange Stories (SS) percentage correct for the two groups
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334
MRP: Do dysphoric students have an enhanced theory of mind?
Box plot 4: Mean speed for the Reading the Mind in the Eyes for the 
two groups
46 102
PHQ 910 cutoff
Box plot 5: Negative vaience percentage correct for both groups
2. 60-
PHQ 9 10 cutoff
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Box plot 6: Positive vaience percentage correct for both groups
PHQ 9 10 cutoff
Box plot 7: Neutral vaience percentage correct for both groups
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Box plot 8: Mill Hill IQ scores for both groups
Q 110-
PHQ 910 cutoff
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